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SUBJECT: Orange County Youth Mental Health Commission Final Report 
Discussion Agenda - April 22, 2014 

In the wake of several tragedies involving young people with mental illness, significant 
attention has been given to the gaps in community resources for youth mental health 
screening and treatment. On August 26, 2013, Mayor Teresa Jacobs convened a group of 
local leaders to serve on the Orange County Youth Mental Health Commission with the task of 
assessing our current system of care and making recommendations for moving our community 
towards a best practice model. 

On April 22, 2014, Richard Morrison, Regional Vice President of Florida Hospital and 
Commission Chair, will present the Commission's final report to the Board of County 
Commissioners. The discussion will focus on needs, system design, finance and 
sustainability, public education and stigma, and the impact of violence. Included in the report 
will be projected costs of developing and maintaining a community-wide, evidence based 
approach to addressing youth mental health. 

This item is for Board discussion only and no action will be requested. 

Attachments 

cc: Ajit Lalchandani, County Administrator 
Linda Weinberg, Deputy County Administrator 



I ......., 

Chairman's Letter I 
The mental health of our children and youth is too often misunderstood, just assumed or 

ignored. That is until there is some tragic event such as the Sandy Hook shooting or Columbine. 

In these circumstances there is a brief initial discussion about mental health but that is soon 

swallowed up in political debate over gun control. What obviously gets lost in all this is the why 

the tragedy occurred. Attention is not focused upon such items as accessibility to mental health 

services, the extent of social isolation the children experience, the potential bullying that took 

place, the lack of ability to understand and respond to warning signs by the parents, family 

members and the community and a host of other issues. The communities are quick to respond 

with grief counseling for children after the event but are slow, limited or unconcerned about 

the mental health and resiliency of the children before the event. 

The system that exists for the care and treatment of individuals who do not display good 

mental health or who are exhibiting signs of mental illness is fragmented and to a large degree 

ineffective. This is in no small part because of a lack of coordination, a lack of training, a lack of 

parental involvement and a failure to recognize the totality of issues that surround and impact 

children and youth. 

A major point that must be clarified before the community can begin to address the issue of 

mental health and resiliency in children and youth is one of definition. The US Department of 

Health and Human Services defines mental disorders among children as being "serious 

deviations from expected cognitive, social, and emotional development". The problem arises as 

to what constitutes serious as well what are the norms for cognitive social and emotional 

development. In an age when there is severe questioning of norms as a general concept and a 

greater emphasis upon the idea of tolerance, the matter of determining what behavior is 

serious enough to warrant some degree of intervention becomes highly problematic. Perhaps 

looking at the positive side, i.e. what is mental health may provide better direction for a course 

of action in the community. Mental health in childhood can be said to be characterized by the 

achievement of development and emotional milestones, healthy social development, and 

effective coping skills, such that mentally healthy children have a positive quality of life and can 

function well at home, in school, and in their communities. This too is not as well defined as it 

needs to be but puts the emphasis on strengthening the character and resiliency of children as 

opposed to solely intervening after something bad has happened. 
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Chairman's Letter 

A review of current literature indicates that attention-deficit/hyperactivity disorder is the most 

prevalent parent-reported diagnosis for children aged 3 to 17 years. The prevalence is 

estimated at 12.1% for this disorder. This is followed by anxiety at 8.2%, depression at 5.4%, 

autism spectrum disorders at 3.7%, and behavioral or conduct disorders at 3.5%. Additionally 

the most recent Youth Risk Behavior Assessment report from the National Center of Disease 

Control, December 2011 indicates the rate of suicide attempts at 7.8%. A recent community 

survey showed that 8% of youth have thought about suicide at least once during a given year. 

That such a solution to stress or other problems is even thought of should be a sign that 

children are having issues dealing with their lives. Childhood or early onset schizophrenia is also 

very rare but is also highly devastating when it occurs. 

There are signs and indicators for severe depression that would lead to suicide as well as 

certain behavioral signs that would indicate the onset of schizophrenia that could result in an 

earlier intervention and mitigation of some of the devastation caused by both these conditions. 

All too often parents, teachers and friends either ignore the signs, are not aware of what they 

are seeing and even if recognized may not wish to get involved or know how to get involved. If 

such dramatic problems are being overlooked, how much more are the more subtle issues of 

social withdrawal, feelings of isolation, and depression not being seen or addressed? Parents, 

peers, and institutions are often not engaged, do not have the skills, or lack the capacity to 

proactively address developing mental health and resiliency in children much less to address 

significant problems when they arise. 

Mental health resiliency and treatment for mental health i:ssues does not rest with a singular 

agency or program. For our community to have mentally healthy children, youth, and adults 

requires a multifaceted approach that is integrated, forward looking, and nimble when needs 

are identified. To accomplish this there must be an alignment of goals and approaches that will 

facilitate mental health and resiliency from pre-birth through the teenage years. Parental 

involvement, especially involvement of fathers, must be enhanced. Equally as important is that 

parents are provided with the supports they need to be successful and have assistance 

navigating an overly complicated system for their children. Skills relating to developing strong 

mental health and dealing with problems must be taught to parents, physicians, nurses, 

teachers, and peers. When there are issues the parents must be able to quickly find assistance 

that is effective and compassionate. This may appear to be a daunting task but it need not be if 

we as a community are committed to the goal of mentally strong children, youth and young 

adults. A valid survey of community indicates that there is understanding and support. 
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Motivating people to act becomes the real challenge. It may appear that many more dollars will 

be needed to do this. This may not be true. We know that what we have now is fragmented 

and in many ways duplicative. It is therefore inefficient. The resources that will need to be 

added will best be determined once there is a better alignment of effort. To do this will require 

an ongoing group of citizens who are willing to put in the time to bring change to the system, to 

work with the schools, the mental health community, the insurers, juvenile justice and other 

agencies along with parents to bring accountability and enhanced capability to our community 

in this most vital of areas. It will take a commitment to refocus on how we as a community, as 

a society interact with our children to help them become strong and to be there to make sure 

that there is help for families and children when real issues arise. 

On behalf of the Orange County Youth Mental Health Commission I am pleased to submit this 

initial report. This is just the beginning of fulfilling the charge given to us by the Orange County 

Mayor. Our work will need to continue to solve the issues raised in the report and to help bring 

about better mental health in our children and youth. 

Rich Morrison, Chair 

Mayor's Youth Mental Health Commission 
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ORANGE CouNTY MAYOR 

TERESA JACOBS 

P.O. Box 1393,20 I SoUTH RosALIND AvENUE,ORLANDO, FL 32802-1393 

PHONE:407-836-7370 • FAX: 407-836-7360 • Mayor@odl.net 

August 5, 2013 

Mr. Bill D'Aiuto 
Regional Managing Director 
Department of Children and Families 
400 W. Robinson Street, Ste S 1129 
Orlando, FL 32801 

Dear Mr. D'Aiuto, 

From Columbine High School to Virginia Tech to Sandy Hook Elementary, our nation 
has been shocked by the recurring loss of innocent lives lost at the hands of disturbed 
young people. As demonstrated by the near-tragic incident that occurred earlier this 
year at the University of Central Florida, Orange County is not immune from such 
violence, so much of which is rooted in mental illness. In the wake of these and other 
heartbreaking instances of youth-perpetrated violence, and as part of a much larger 
responsibility to provide for the health and well-being of our community, we have a 
responsibility to address the mental health-related root causes of these tragic incidents. 

Incredibly, more than 50 percent of all lifetime mental health issues are present before 
age 14, and 75 percent before age 25. As the statistics note, the sooner we screen, 
detect and treat, the better for all, including the extended families of affected young 
people. Dealing with an issue of such complexity will be no small challenge, and will 
require the commitment of our entire community and all levels of government. From my 
point of view, it makes the best sense to focus on this task in a holistic, integrated 
manner. As an immediate next step, I will be convening a commission of community 
leaders to assess our current resources, to hear expert testimony about our current 
state of affairs - including gaps or duplications, as well as first-hand testimony from 
young people who have dealt with these challenges - and to present inclusive 
recommendations to our Orange County Board of County Commissioners. 

May I ask you to accept appointment to the Orange County Youth Mental Health 
Commission? 

I would like this to be a very short and focused Commission, bringing recommendations 
to our Board by early in 2014. While the Commission will likely meet only three to four 
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times, individual Commission members may be appointed to specific sub-committees 
with more aggressive schedules. Our first meeting will be held on, Monday, August 
26th, from 8:30am to 11:00am in the Orange County Board of County Commission 
Chambers located in the Orange County Administration Building at 201 S. Rosalind 
Avenue, Orlando, FL 32801. Please RSVP your attendance and interest to Reggie 
Paros at Reggie.paros@ocfl.net or 407-836-7370. For more information about the work 
of the Commission or current resources, please contact Donna Wyche, our Orange 
County Family Services Division Manager, at Donna.Wyche@ocfl.net or 407-836-7608. 

Thank you for the work you are doing to help make Orange County the best place to 
live, work and raise a family. I look forward to the challenges of this assignment and 
thank you, in advance, for your interest in our community and citizens. 

Sincerely, 

1 ;1 /1':'~ ~ .. _/ 
ll~ 0~ 

Teresa Jacobs 

c: Chief Judge Belvin Perry, Commission Co-Chair 
Rich Morrison, Florida Hospital, Commission Co-Chair 
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Executive Summary 

Mayor's Youth Mental Health Commission 
Executive Summary 

As a result of tragedies around our country and the attention to issues surrounding mental health 
access in our County and State, Mayor Teresa Jacobs convened the Youth Mental Health 
Commission on August 26, 2013. The Mayors purpose was to convene a group of stakeholders, 
community leaders and consumers who would delve into system issues for children's mental health 
and address short and long term strategies for improvements to those systems meant to serve this 
vulnerable population. Richard Morrison, Regional Vice President of Florida Hospital and Chief 
Judge Belvin Perry, Jr., the Ninth Judicial Circuit quickly accepted the challenge of Chairing the 
Commission. The Commission members truly epitomized the brain trust, critical thinking and 
experience necessary for the task. Along with the Commission members an astounding 114 of 
affected family members, mental health professionals, and interested parties participated in the 
working committees. 

The Commission recognized that the populations to be served by the proposed Youth Mental Health 
System of Care include those individuals from birth through age 24. Scientific evidence reinforces 
our need to pay attention to that range due to trauma en utero, exposure to violence, untreated 
symptoms and their effects of the onset of major mental health issues in children. Combined with the 

,.._.. onset of mental illness for many children, and teens transitioning to adulthood, the range of 0-24 

made the most sense. 

The Commission established four working committees and one workgroup charged with reviewing 
local and national data and current practices and outcomes, of the youth mental health system in 
Orange County. These Committees had on-going meetings for six months with specific goals and 
objectives. The Committees were as follows: 

• Needs Committee- Glen Casel, Community Based Care of Central Florida 

• Systems Design Committee - William D' Aiuto, the Florida Department of Children and 
Families and Muriel Jones, Federation of Families of Central Florida 

• Finance and Sustainability Committee - Jerry Kassab, Lakeside Behavioral Healthcare/ Aspire 
and Maria Bledsoe, Central Florida CARES 

• Public Awareness and Community Education Committee- Sara Brady, Sara Brady Public 
Relations 

• Impact of Violence Workgroup- Carol Wick, Harbor House 
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Executive Summary 

Overview of Florida 

• ~ 
GOI'ERiiMFNf 
~ 

Florida is currently ranked 491
h in the nation in funding for mental health services. Orange County 

and the central Florida region is the 2nd lowest funded in the state, despite having the fourth largest 

child population in Florida, (Kaiser Foundation, 2013). Additionally, 2011 data indicates there were 
210,885 persons living in poverty in Orange County and 69,633 were under the age of18. According 
to the 2013 PRC Child and Adolescent Community Health Needs Assessment sponsored by Nemours 
Children's Hospital, 6.2% of families report having no coverage for their child's healthcare expenses. 

Prevalence Data of types of Mental Health Disorders 
It is estimated that 15 million of our nation's young people can currently be diagnosed with a mental 

health disorder that is causing significant stress and impairment at school and home. This means that 
about 20% of children (1 in 5) ages 8-15 have a diagnosable mental health or addictive disorder (U.S. 
Department of Health and Human Services, 2008). Some of the more common mental health 
disorders experienced by the child/youth population throughout the country include Attention Deficit 

Disorder with or without Hyperactivity, Depression, Anxiety disorders, Posttraumatic Stress 
Disorder, Oppositional Defiant Disorder, Conduct Disorder/Disruptive Disorders and Substance Use 
Disorders (American Psychiatric Association, 2013). Children, youth and young adults have differing 
needs based on their actual age and developmental age. Unfortunately, there is not a "one size fits 

all" approach that can be used across all ages. 

''-"' Age of onset 
National data indicates that 50% of all lifetime mental health disorders present by the age of 14 and 

75% by the age of 24. From a developmental perspective when disorders present at an early age and 
are left untreated, the long-term negative impacts extend across the lifetime. Symptoms of mental 
health disorders appear much differently in children, adolescents and young adults, thereby 
presenting with a variety of diagnostic challenges for providers. The result is over-diagnosis and/or 

under-diagnosis of disorders, improper use of psychiatric medications, and problems at home, school 

and in the community. 

Report Primary Findings 
The primary message from the final report of the Youth Mental Health Commission is that Orange 
County has a system for Children's Mental Health and has a wealth of resources that present as 
unique opportunities on which to build. Unfortunately, the current system is fragmented, disjointed 
and almost impossible to navigate for parents and families and a complete system redesign is 
recommended. The results of this ineffective system negatively impact arrest rates, school 
suspension and expulsions, psychiatric hospitalizations, suicide rates, child welfare placements and 
other indicators that show the types of services and supports needed in our county are lacking. 
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Six major areas of need to be addressed in the system redesign project were identified. The factors 
overlap and interplay and together create a cycle of ineffectiveness. As a child and family move 
around the system the issues and challenges worsen. The six major areas of need identified are: 

• lack of system design or coordination, 

• financing model disincentives and poor accountability, 

• restrictive service array (wrong mix of services), 

• system complexity, 

• inadequate resources (prevention and intervention), 

• and lack of system accountability. 

Final Priority Recommendations: 

• Create Implementation Team 

o Implementation of Commission Recommendations by community leaders and 

stakeholders 

• Create Management Network 

o Suggestion for a Management Network/Orange County to be the convener and leader 
for the Provider Network/Systems change driver 

• Expand "System of Care" Network 0-24 

o State Reinvestment grant to begin to address immediately 

o 24 hour hotline 

o Expand and enhance early prevention and intervention 

o Expand Wraparound service delivery 0-24 

o Involving new fathers programs and parent support programs 

o Provide expansion of services for teens and young transitioning adults 

• Create information system for easy navigation and service inventory (virtual "no wrong 
door") 

o A robust data system would assist with navigation and inventory management 
allowing families to get to the right door the first time 

o Creates a virtual central point of access for referrals and resources 

• Blend and braid available funding from existing funding streams 

o Prioritize funding for evidence based and need based programs 

Mayor's Youth Mental Health Commission 
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o Coordinate with Medicaid/Managed Care Providers 

o Incentivize outcomes 

o Explore dedicated revenue for children's services 

• Behavioral Healthcare navigators 

o Assist families navigating the system of care 

• Children's Mobile Crisis- 24/7 Response 

o Keeps families and children together 

o Prevents arrests and out of home placements 

• Children's Assertive Treatment Team (CAT) 

o Requesting funding in 2014 legislative session 

~ 
GOI'I!RNMI!.\T 
~ 

• Utilize HITS tool (Hurt-Insult-Threaten-Scream) and Healthy Start screenings to screen for 
exposure to violence 

o Access to trained professionals with credentialing process 

o 24 hour access to trained professionals 

• Community Training- Access to Mental Health First Aid training 

• Public Awareness Campaign 

o Billboards, PSA's, Social Media 

o Corporate Partners 

• Communication "Call to Action" 

Overview of recommendations 
The primary recommendation is the creation of a community structure to drive the strategic planning 
process needed for systemic changes. An "Implementation Team and Management Network" would 
provide the platform for the multitude of recommendations centering on accountability, credentialing 
and expansion of qualified clinicians, centralized intake and behavioral health navigation, in-depth 
assessment, care coordination using unified plans, use of evidence based practice, data collaboration 
and management, expansion of a the service array, a model for public awareness and community 
education forums to increase family support and advocacy, and increased accessibility for children, 

youth and young adults in our community. Monitoring of outcomes from a community perspective is 

key and a community dashboard is recommended to ensure the system changes positively impact 

Orange County. Finally, there are specific recommendations for improved financing of children's 
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mental health across the county. The "Implementation Team" would strategize and plan for creating 

a dedicated children's funding source as seen in other counties in Florida. Additionally, financing 
would be expanded through community collaboration for grant applications, working with the 
Agency for Healthcare Administration to increase the array of services funded by Medicaid, and 
outreach activities to educate managed care companies, to name a few. Specific recommendations 
for each area can be found in the fmal report and are too expansive to mention individually. 

Conclusion 
The recommended model for systemic change is the "system of care" approach which has re-shaped 
children's mental health services to the extent that at least some elements of the system of care 
philosophy and approach can be found in nearly all communities across the nation (Stroul, Blau, & 
Friedman, 2010). The approach has also been adopted by child welfare, juvenile justice, education, 
and substance abuse systems; early childhood programs; systems designed to serve youth and young 
adults in transition to adulthood; and even many adult-serving systems across the nation. Orange 
County currently has a "system of care" project titled Wraparound Orange. The project has provided 
a foundation for the types of changes needed in our community. Efforts of the Implementation Team 
and Management Network can be summed up by bringing the "system of care" to scale to encompass 
services for children, youth and young adults ages 0-24. The Youth Mental Health Commission has 
dedicated themselves to the changes needed in our community and has adopted the tagline: Come 
Together, Work Together. ... Meet the Need. 
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County Child Data 2012- What we invest Strategies to create change Outputs Objectives 2013 

• 7, 520 arrests for • Grants • Implementation Team • Forum for Community decision • Increase use of Civil 
ages 0-17 • Technical • Network Manager for the making and action Citation programs 

• 2,250 felony arrests assistance system • Accreditation/Accountability for • Decrease child arrests for 
for ages 0-1 7 (national • Credentialed Network of providers ages 5-10 

• 84 children experts) Providers with County wide • Monitoring of outcomes and • Reduce school 
processed in the • State data complaint process adherence to the core values suspensions/expulsions 
Juvenile and some • Centralized Intake/Single • 24/7 access by phone and • Reduce number of 
Assessment Center local data point of Access website and behavioral health children being removed 
ages 5-10 (2012- • Child • In-depth Assessment- Child navigation from VPK 
2013). collaboratives and Adolescent Needs and • Community data and tracking • Reduce child welfare out 

• School Suspensions {Alliance, Strengths Assessment Early Identification of home placements 
equal 15,273 and 27 Cabinet) (CANS: • Number of Targeted Case • Reduce psychiatric 
youth expelled, • Champions- • Care Coordination and Managers trained hospitalizations and 
(2012-2013). Mayor Navigation services with • 24/7 mobile crisis teams, peer readmissions 

• Aug-Nov 2013 over Jacobs, Unified plans support, wraparound, Children's • Reduce suicide rates 
460 children were Judge Perry • Expand service array Community Action Teams • Increase Family/youth 
removed from VPK. • Federal • Public Awareness Forum • Kick-off (campaign community resiliency 
1, 148 children in dollars -two • Expanded Family timeline) ongoing • Increase Family/youth 
child welfare out of years left Support/Advocacy • Family Support Meetings across involvement 
home care (2012- • Ability to • Accessibility the community.· • Reduce homelessness for 
2013) implement • Management Information • Partner with existing transition age youth 

• 54 suicides ages 13- filing fees System to virtually link, Neighborhood Centers across • Reduce/eliminate stigma 
24 (2011-2013) • Wraparound all mental health/children the County to serve families • Reinvest cost savings into 

• 2,283 psychiatric Orange is a serving organizations and close to home the overall system of care 
hospitalizations. brand the families served • Systems Outcomes with 
(2013). • Human • Evidence Based Practice accountability 

Capital • Training for families and Service 
Providers 



Orange County Children's Mental Health Commission Matrix 

This draft matrix highlights various committees draft recommendations of the Orange County Children's Mental Health Commission. 

The matrix is set-up into three sections: Local Short/Long Term, State Short Term, and State Long Term recommendations. 
Each section identifies the recommendation, brief overview of the specification and the committee that recommended. Funding information is provided on the 
funding matrix. For complete details related to the recommendations refer to the individual committee reports. 

Local: Short Term/Long Term 
Network/System 

Recommendations 

Create Implementation Team -
Management Network 

• Finance 
• Systems 

Expand System of Care Model (0-
24yrs) 

• Finance 
• Systems 

) 

Brief Overview 

• Orange County Government as the leader 
• Each committee chair shall recommend participants for the implementation ofthe System of Care 
• Established entity with representation from juvenile justice, child welfare, public school, managed care 

organizations, health and others deemed appropriate 
• Community Goal: Unite, Coordinate and Provide services amongst all systems so they work together. Blend and 

Braid funds as much as possible. 
• Update vision, mission and logic model. 
• Prioritizes/implements/obtains funding for all recommendations as well as further strategic planning 

(collective impact model) 
• Develops, evaluates and monitors key county indicators in child welfare, juvenile justice, etc. 
• Determines budgets 
• Acknowledged as a core function of county government and integrated into annual operating budget process 
• Needs dedicated support staff and budget 

• Responsible for administration, funding, credentialing, quality assurance and quality improvement, build 
partnerships. 

• Create a service delivery network. 
• Complete a service mapping of available services. 
• Develop and implement ongoing research and evaluation. 
• System complaint and feedback process. 
• Cross system trainings. 
• Adopt the System of Care Model (Wraparound Orange) and core values (Family-Driven, Youth-Guided and 

Culturally and Linguistically Competent, evidence based). 
• Adopt the Family Support Model (empower families, provide resources and attain healthy and resilient 

children). 

,) )
' 

' 
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• Needs • Obtain federal, state and local funding with the spirit of collaboration and transparency. 

• Focus on outcomes . 

• Coordinated Network, broad array of services . 

• Work with care coordinators/targeted case managers across community to adopt values . 

• Provide high-fidelity, evidenced based wraparound services in the County to those requiring a high-intensity 
service for avoiding out of home care. 

• Create an efficient and effective transition planning process to support children, youth and young adults. (From 

high school to college and college to community as an initial focus). 

• Implement Multi-systemic Therapy or Functional Family Therapy Models . 

• Develop a Systematic Outcome-Driven Model 

• Consideration of previous evidence (where available) in system design or any redesign 

• Establish a core set of programmatic goals and objectives which are child and family specific 

• Establish a tracking and data collection system, ideally within a unified information technology framework 
Create Information System • Begin process for a centralized point of entry with a management information system for referrals and 

• Systems community resources that includes coordinated care. 

• Uniform online referral 

• Resource information from system partners 

• Family access and tracking through services 

• Outcomes scorecard 

• Mobile communication devices 

• Provides for a centralized intake, single point of access . 

• Create a community hotline 

• 24 hour access to qualified therapists who can counsel for bullying similar to national hotline in canada, Kids I 

Develop Behavioral Health 
Help Phone. 

Navigation • Access Portal needs new contact platform (voice/internet/texting) for youth-related, family mental illness 

• Violence 
issues, concerns. Example: (SpeakOut Hotline, managed by Crimeline). 

• Add a list of qualified providers by expertise, clients allowed, payment allowed and cost . • Systems 
Public Awareness • For Crisis management and referrals . • 

• Front door for mobile crisis response . 

• Link with Behavioral Healthcare Navigators to get families linked with the right place quickly. Assigned from the 
hotline or take calls from community. 

• Make referrals to longer term services, such as wraparound, mentoring, counseling, CAT etc . 
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Children's Mobile Crisis 

• Violence 

• Systems 

• Public Awareness 

Reduce Impact of Violence on 
Children 

• Violence 

Provide Community Training 

• Public Awareness 

• Systems 

Public Awareness Campaign 
Communication/Call To Action to 
Raise Awareness 

• Public Awareness 

) 

• This "urgent'' 24 hour response service provides crisis intervention and stabilization services to children and 

adolescents to include a 24 hour hotline 

• Encourage hospitals and OBGYN to screen all pregnant women utilizing HITS tool and Healthy Start Screening 
assessment for domestic abuse and refer to certified domestic abuse agencies. 

• Counseling for Children who are physically abused or witness Domestic Violence- 24 hour access to therapist 

• Identified children are referred to qualified providers for post incident counseling . 

• Establish a Credentialing Process for Counselors for child trauma 

• Creating an awareness and referral process for law enforcement, child welfare, school officials, etc. in which 
children who have witnessed a violence incident have the opportunity to seek appropriate counseling. 

• Bullying Counseling for Children who engage in bullying or are victims 

• Approach a local university about expanding its post graduate therapist training to include a specialization in 
child trauma treatment 

• Creation of an online listing of providers who met the minimum qualification 

• Fund research on the impact of social media, video gaming etc .... of violence in youth 

• Overview: Instructors are certified with goals of teaching Mental Health First Aid in local communities and 
support of program growth. Mental Health First Aid is a course designed to teach people how to: 

Help someone who is developing a mental health problem 
Help someone who is experiencing a mental health crisis 

• Learn how to identify; understand and respond to signs of mental illnesses and substance abuse disorders 

• Create/Implement Crisis Intervention Team- Youth Training for Law Enforcement 

• Parent Training- include topic of monitoring exposure to violence, video games, media etc ... 

• Multi-level communication strategy and tactical plan shifting misperceptions, fears and behaviors associated 
with understanding mental illness to minimize stigma. 

• Public Opinion Survey to baseline 
• Develop Clear Messaging 
• Signature Event with Key Note like Pastor Rick Warren as kick-off 
• Road Show (billboards, PSA's, Blogs, etc.) 
• Develop Corporate Partners (Bright House, Walt Disney, Sea World, etc.) 
• School Presentations with parent/real family storytellers 
• Public Forum/Speak Out Platforms 
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Financial Strategies to establish 
Children' System of Care 

• Finance 

Expand Services for 0-5 population 
• Systems 

) 

• Create glossary of key terms with appropriate language to describe mental illness 
• Dr. Oz expert on youth mental illness 
• Public Awareness at Orange County Public Schools Point of Entry- disseminated from top ad min down 
• Identify what is currently available but perhaps not widely known. 
• Develop metrics: what works, what doesn't and what is appropriate audience receiving assistance. Include why? 

• Look for opportunities to leverage community dollars and use them for need-driven services based 
• Conduct school system and community audits of existing services/programs (after-school, external programs, 

etc.) communication products and protocols 
• Explore viability for a fee assessed on related filings (ex: dissolution of marriages, red lights, forfeitures etc.) 
• Collaborate with managed care providers to improve care coordination and maximize resources across the 

systems. 
• Develop a policy to ensure any reallocated dollars from detention, inpatient psychiatric hospitalizations and 

child welfare are reinvested in appropriate system of care services for families. 
• Create incentives for monetary savings. 

• Establish a parent hotline with trained professionals to get questions answered, referrals made and 
support/education. 

• Create community educations programs that inform the public of the following (Long term-within 12-18 
months) 

o The importance of the pregnancy time period which impacts every developmental stage to life-long 
physical and emotional health and productivity. 

o The importance of bonding and early literacy and stimulating your child in ways other than television 
and technology. 

o The importance of choosing a quality caregiver for their children and continuity of care. 
• Create professional education programs the inform about: 

o Ensure signs and symptoms of developmental delays and mental health issues are widely distributed to 
all those in direct contact with families to enable early identification/intervention. (Short term-within 
6-12 months) 

o Ensure all those dealing directly with families are trained on mandatory reporting of suspected child 
abuse. (short term-within 1 yr) 

o The importance of involving fathers at all stages, when appropriate. When fathers are involved they are 
providing the necessary experiences to provide for solid brain architecture. (short term-within 6 
months) 
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• Training new parents 
o Establish a program to educate and support families who experience a preterm or low birth weight 

delivery, while still in the hospital, since the risk of developmental delays and autism is increased. (short 
term-within 6-12 months) 

o Ensure pregnant women and their partner and new parents are educated at each OB or pediatric visit 
on the value of breastfeeding, early feeding and nutrition to maximize brain development. (short 
term-within 6-12 months) 

• Providing parent support services 
o Ensure services are available to pregnant and postnatal women for baby blues/depression, since about 

20% will have that experience. (Long term-within 12-18 months) 
o Offer parenting classes/support groups for parents at all stages of childhood that are widely accessible 

and affordable. (long term-within 2 yrs.) 
o Implement a Nurse Family Partnership program in Orange County, an evidenced based program for at

risk families. (long-term-within 18 months to 2 yrs.) 
o Implement the practice of all new families receiving at least one home visit post-natally within six 

months to offer reassurance, ensure all is proceeding normally and offer reassurance. (Long term
within 18 months-2 yrs./ongoing) 

o Utilize family liaisons to follow up with parents entering any point of the system (Long term- within 18 
months and ongoing) 

o All programs offering assistance to families in our community, including but not limited to Healthy Start, 
Healthy Families, Early Head Start, 4C, Head Start, Early Steps, the Developmental Center, UCP, and the 
Early Learning Coalition's Baby Institute should be ensured adequate capacity to meet the needs in our 
community. (Long term/ongoing) 

o Building on the success of the Orlando Magic Youth Fund (OMYF) Infant Toddler Child Development 
Associate (CDA initiative), increase the capacity of early learning training partners to deliver high quality 
CDA programs. These programs increase the knowledge of practitioners to recognize the early warning 
indicators associated with infant/toddler mental health. 

o Provide incentives for early learning sites to fully implement a pre/post assessment that incorporates 
infant/toddler mental health indicators. 

o Increase the capacity of early assessment and intervention through increased staff for the Early 
Learning Coalition of Orange County (ELCOC), Early Steps and OCPS Early Intervention. 

o Building off of the Michigan Child Care Expulsion Prevention Program (findings presented in the Gulliam 
report), provide access to mental health/behavioral consultants/specialists to work with early learning 
sites (both centers and homes) to support intervention plans. 
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Expand Services for 18-24 
population 

• Systems 

State: Short Term 

Rec:ommendation 
I Children's Action Treatment Team 
! (CAT-Team) 

• • Finance 
• • Systems 

Consider a change in state statute 
to address Bullying 

• Violence 

) 

• Develop trauma protocols for the 0-5 population based on an increase in referrals for children ages 1-3 (per 
KinderKonsulting). 

• Expand Family Therapy specialty training with a focus on working with families with teens; 
• Improve Individual therapy models with a focus on working with teens and young adults; 
• Provide easier access to psychiatric care (especially outpatient care) ensuring that young adults without 

coverage can receive needed services. 
• Provide specialized training for service providers in working with this age group; 
• Provide Domestic Violence training that is specific to this age group; 
• Promote/require youth involvement in deciding the best setting for and type of services to address challenges. 
• Provide case management and wraparound services to youth/young adults in transition stages (high school to 

college, college to community, etc.) 
• Recommendations for UCF students involved with UCF Cares 

o Better coordination/communication of services between departments (adopt no wrong door 
philosophy) 

o Use of a Management Information System to manage/coordinate student data 
o Utilize case management on campus via CAPS program 
o Abolish "session" limits of 12 sessions per year (offset costs by using by billing insurance) 
o Offer crisis services and use peer support via a student run volunteer program 
o Provide 24/7 online and hotline suicide services with peer support using IMAiive or creating a volunteer 

student network. 

Brief Overview 

Provides intensive services for youth with a severe and persistent mental health disorder. 

• Current state law requires victims to meet the standard of stalking. 

• Compare Florida bullying law to other states to determine if a change in law is necessary to allow for greater 
accountability 

Legislation (HB 451} has been introduced this session to criminalize bullying 

Page 6 of7 

) ) 



State: Long Term 

Recommendation Brief Overview 
Diversify the service array provided 

Expand coverage of/or create new types of children's services {wraparound, peer support, respite, etc.) 
by insurance companies across the • 
community 

available through a strategic marketing/outreach plan to Managed Care Organizations both Medicaid and 
Private. • Finance 

• Educate State Leaders and Legislatures • Systems 

~- --·-·····-·-··· ------- ------------------
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Mayor's Youth Mental Health Commission Purpose Statement 

Orange County Youth Mental Health Commission 
Purpose Statement 

Purpose Statement 
To develop effective strategies and initiatives to improve: 1) the Mental Health of Children, 
Adolescents and Young Adults in Orange County and 2) the system of Mental Health 
education, prevention and care for youth in Orange County. 

General Approach 
The Commission will examine the extent of youth mental health issues in Orange County 
and determine the effectiveness of approaches and programs in other communities in: 

• Preventing problems 
illl Early identification 
1il Treating mental health issues 
• Availability of resources and programs 
a Changes and/or additions to county systems to make resources more effective. 

An important focus will be developing strategies to eliminate the stigma associated with 
Mental Illness as well as financial sustainability. 

The majority of the work will be done via committees and ad hoc workgroups. These 
committees will consist of Commission members and individuals with expertise in the 

'-" mental health field as selected by the various commission chairs. The Commission's 
responsibility will be to evaluate proposed committee recommendations and develop a 
comprehensive plan that fulfills the purpose statement. The work of the Commission will 
inform public policy, resource allocation, strategies and priorities for Orange County in the 
area of Mental and Behavioral Health for the Youth of our community. 

Mayor's Youth Mental Health Commission = GOVERI\'ME.''(f 
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Needs Assessment Committee Final Report 

Mayor's Youth Mental Health Commission 
Needs Assessment Committee 

Final Report 

Chair: 
Glen Case I, Community Based Care of Central Florida 
Maria Bledsoe, Central Florida Cares Health System 

Committee: 
Angie Hilken, Kinder Konsulting & Parents Too 

Carlos Pozzi, Devereux Florida 
Courtney Fry, Community Advocate 

Gayna Hansen, ValueOptions 
Jessica Sams, Community Based Care of Central Florida 

Judeen Parks, Jamaican-American Association 
Dr. Karen Hofmann, University of Central Florida 

Karen Willis, Early Learning Coalition of Orange County 
Ken Henderson, University Behavioral Center 

Dr. Lauren Josephs, Visionary Vanguard 
Lisa Kroger, Devereux Florida 

Dr. Michael Campbell, Nemours Children's Hospital 
Seyny Dressler, Youth Advocate Program 
Dr. Stephan Brown, Visionary Vanguard 

Steve Dalsemer, Human Services Associates 
Tammy Speed-Hefner, Orange County Public Schools 

Teresa Burt, Community Based Care of Central Florida 
Therese Murphy, Marketing Consultant 

Uschi Schueller, Kinder Konsulting & Parents Too 
Vicki Garner, Lakeside Behavioral Healthcare 
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Heather Thomas, Orange County Mental Health & Homeless Issues Division 
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Objectives: 

Orange County Youth Mental Health Commission 
Needs Assessment Committee Final Report 

1. To identify the current and future needs for mental health services, the state of current 

prevention and early identification programs and the areas where meaningful information 

is lacking. 

2. To identify the difference between organic issues of mental health and behavioral issues 

and the extent of those issues in Orange County. 

3. To identify by relevant social demographic factors the incidence of various mental health 

Issues. 

4. To establish meaningful and measureable metrics to assess progress in both treatment and 

prevention. 

Overview 
The Needs Assessment Committee approached the task of completing the objectives through 

discussion, review of state and national reports, review of local, state and national data, (based 

"-" on what was available and accessible). Additionally, the Needs Assessment Committee 

participated in joint meetings with the Systems Design Committee and "All Committee" 

meetings. The Needs Assessment Committee has provided information from a "systems-level" 

view and determined that it was not feasible or appropriate to attempt to gather information on 

individual gaps in services: waiting lists or types of services available and accessible. It should 

be noted that data sets were difficult to obtain in Orange County as all the large systems collect 

and report data differently. This led to an inability to compare data sets against each other. The 

Needs Assessment Committee was able to obtain some local data that is mapped out in the report 

and has provided recommendations for the data points that are reflective of the mental health and 
well-being of children, youth and young adults in our community. Additionally individual 

indicators are identified. The result of the work of the Committee is that Orange County's 
current Youth Mental Health System for children/youth/young adults ages 0-24 is fragmented, 

uncoordinated and woefully underfunded in comparison to national standards. 

Orange County Data 
Population: Based on 2011 census data, Orange County has a population of 1,157,342 of which 

273,753 are children under the age of 18. The number of children in Orange County is projected 

to rise to 369,414 by the year 2030, and the percent of children will remain relatively stable at 

23.1% of the total population, (Kids County Data Center, 2011 ). 

Mayor's Youth Mental Health Commission 
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Funding: Florida is currently ranked 49th in the nation in funding for mental health services. 

Orange County and the central Florida region is the 2nd lowest funded in the state, despite having 

the fourth largest child population in Florida, (Kaiser Foundation, 2013). Additionally, 2011 

data indicates there were 210,885 persons living in poverty in Orange County and 69,633 were 

under the age of 18. According to the 2013 PRC Child and Adolescent Community Health Needs 

Assessment sponsored by Nemours Children's Hospital, 6.2% of families report having no 

coverage for their child's healthcare expenses. 

Projection of Need: National data indicates that 20% of the population has a mental 

health/substance use disorder. In the age group of0-24, this equates to 83,791 children and 

young adults with a disorder and in need of services. 

Prevalence Data of types of Mental Health Disorders: It is estimated that 15 million of our 

nation's young people can currently be diagnosed with a mental health disorder that is causing 

significant stress and impairment at school and home (Department of Health and Human 

Services 2008). This means that about 20% of children (1 in 5) ages 8-15 have a diagnosable 

mental or addictive disorder (U.S. Department of Health and Human Services, 2008). 

Based on data derived from the 2013 PRC Child and Adolescent Community Health Needs 

Assessment, Behavioral Health concerns for Orange County (OC) youth mirror the national 

(USA) trend on many key measures. 

• Autism (OC 3.4%; USA 3.7%), 

• ADD/ADHD (OC 12.4%; USA 12.1%), 

• Anxiety (OC 8.1 %; 8.2%) 

• Depression (OC 5.2%; USA 5.4%). 

Beyond the diagnostic data, there are some key findings of concern for youth mental health in 

Orange County. Specifically, children ages 5-17 had a higher rate of 2+ weeks of feeling sad I 
hopeless in the past year (OC 8.7%; USA 6.0%). This combined with the higher prevalence of 
attempted suicide among high school students (OC 8.1 %; USA 7.8%) and the significantly 

higher level of parental lack of knowledge about community mental health resources available 
(OC 50.3%; USA 68.8%) paints a bleak picture for the current state of the Orange County youth 

mental health system. 

Organic vs. Behavioral- Through research and discussion the Needs Assessment Committee 

recognizes this is a complicated issue based on biology, environment, trauma and other stressors. 

There is not enough advancement in the field of psychiatry to ensure that the two can be 

separated. Additionally, behavioral problems may be an indicator for a long-term mental health 
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disorder. Because of these issues the types ofbehavioral symptomology that is present in a 

child/youth/young adult impacts the type of treatment to be provided and has no impact on 

whether to provide treatment or not. Every child/youth/young adult is entitled to a holistic 

treatment approach that requires understanding them in the context of their environment and in 
the context of their experiences. 

Demographics: A snapshot of children and youth who received behavioral health services in 

Calendar Year 2010, indicates that for children who received behavioral health services only, 

they were most likely to be 

• Male (60.3%) 

• Black or African- American (30.8%) or of other racial I ethnic descent (30.2%) 

• Ages 7- 12 (48.8%) . 

The most common behavioral health services these children and youth received were Outpatient 

Mental Health services (67.3%), Mental Health Screening or Assessment (65.1 %), and Medical 

Evaluation and Management (33.1 %). 

County-Wide Key Indicators (Scope of the Need) 

Juvenile Justice Data 
2010-2011 2011-2012 2012-2013 

State of Florida Arrests 108,407 95,175 83,494 
Orange County Arrests 9,815 (9%) 8,405 (8.8%) 7,520 (9%) 
Orange County Felony 2,332 (24%) 2,243 (27%) 2,250 (30%) 
Arrests (increase 6%) 

Probation (increae 16%) 1,730 1,599 1,849 
Diversion (decrease 2,577 1,964 1,651 
16%) 
Commitment 279 257 188 
Transfer to Adult 224 263 184 

***Information obtained from the Florida Department of Juvenile Justice Dashboard 

Arrests by Age 
Orange County 
5-10 vrs 
11-12 yrs 
13-14 vrs 
15 yrs 
16 yrs 
17+ yrs 

2010-2011 2011-2012 2012-2013 
149 113 84 
459 367 404 
1,830 1,683 1,553 
1,843 1,568 1,508 
2,375 2,046 1,780 
3,159 2,628 2,191 

Mayor's Youth Mental Health Commission 
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Civil Citation 
2011-2012 2012-2013 

State of Florida 6,933 7,329 
Orange County 8 93 

Department of Juvenile Justice PACT (Positive Achievement Change Tool Assessment) 
The PACT Assessment is a comprehensive assessment that addresses both criminogenic needs 

and protective factors, from the moment a youth enters the system to the moment they exit. 

(Note the outcomes below are not reflective of the complete assessment) 

Orange County Juveniles 2007 2012 
High risk 21% 25% 

Has used drugs 60% 63% 
Has used alcohol 40% 44% 
Anger problem 20% 35% 
Victim of Trauma/Neglect 62% 75% 
Witnessed Violence 60% 73% 
Antisocial Peers 84% 90% 
Parent with MH/SA 14% 19% 

An overview of the full PACT assessment from 2007 - 2012 indicated the following for juveniles 

in Orange County. Comparatively, these outcomes are very similar to the Statewide outcomes: 

• 44% indicate a Mental Health Issue 

• 26% indicate a Mental Health Diagnosis 

• 4% report Suicide Attempts 

• 27% report diagnosis of ADHD 

***note that National Data indicates 60-75% of juvenile justice youth in a juvenile commitment 

program have a diagnosable mental health disorder 

Orange County Public Schools 
The Orange County public school system is the 1Oth largest in the nation and is the 4th largest in 
Florida. Orange County Public Schools has an 86% graduation rate (OCPS, 2012). 

Number of Schools Number of Students 
Elementary** ...................... 123 ................................ 82,277 
K-8 .................................... 3 ................................. 2,832 
Middle ............................... 35 ...................... 0 ....... 38,640 
High .................. 0 ••••••••••••••• 19 ..... 0 •••••••••••••••• o 0 0 ••••• 50,902 
Exceptional. ......................... 4 .................. 0 0 ............. 609 
Alternative ................................................... 0 ••••••••• 2,340 
Charter ... 0 .............. 0 ................................. 0 .... 0 0 .. 0 .... 9,593 
Tota1184 .............................. 187,193* 
**Includes Pre-K *As of Oct. 15, 2013 
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Orange County Public School Disciplinary Action 
OCPS 2011-2012 2012-2013 
Suspensions 27,446 28,517 
Students Suspended 16,248 15,273 
ESE Students Suspended 3,872 3,506 
E~_ulsions 20 27 

Orange County Public Schools Student Racial/Ethnic Distribution 
White .................... 62% 
Black ..................... 29% 
Asian ..................... 5% 
Multi-Cultural ........... 3% 
American Indian/ 
Alaska Native ............ 1% 
Hispanic ................ .36% 
Non-Hispanic ........... 64% 

Orange County Public Schools Students Suspended Compared to Student Enrollment 
(students without disabilities- CRDC, March 2012) 

White African Hispanic Asian/Pacific American 
American Islander Indian 

Suspensions 16% 54% 29% 1% .2% 

Enrollment 34% 28% 33% 5% .5% 

According to the Civil Rights Data Collection (CRDC) African American boys and girls have 

higher suspension rates than their peers. One in five African American boys and more than one 

in ten African American girls received out of school suspension. Additionally, students with 

disabilities are twice as likely to receive one or more out of school suspensions. In a recent 

CRDC study, 1 out of 8 students had a disability, 4. 7 million served by IDEA and over 400,000 

are served by Section 504 only. Nearly 18% of them were African American Males (CRDC, 

2012) 

Orange County Public Schools 9th -12th Grade, Single-Y ear Dropouts by Gender within 
Race/Ethnicity, 2008-2009 through 2010-11 

White Black or African Hispanic/Latino Asian 

2008-09 1.4% 1.8% 1.6% 3.0% 3.7% 3.4% 2.2% 2.9% 2.5% 0.6% 1.0% 0.8% 

2009-10 1.2% 1.6% 1.4% 2.6% 3.5% 2.9% 2.1% 3.0% 2.5% 0.7% 0.8% 0.8% 

2010-11 1.1% 1.6% 1.4% 2.5% 3.4% 3.0% 1.7% 2.5% 2.1% 0.5% 0.8% 0.6% 

Orange County Public Schools overall dropout rates continue to improve to just under 2% in the 

2010-2011 school year. Each student who drops out ofhigh school costs our society $260,000 

(Riley& Peterson, 2008) in lost earnings, taxes, and productivity (much more when you factor in 
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the extra financial and social costs of delinquency, prison, teenage parenting, and publicly 

funded entitlements such as Medicaid, food stamps, and Temporary Assistance for Needy 

Families). 

Early Identification - Orange County Public Schools 
Several epidemiological studies of children's mental health needs and services have led to the 

conclusion that in this country schools are the de facto mental health system for children. This 

conclusion is based on the finding that for children who do receive any type of mental health 

service; over 70% receive the service from their school (Duchnowski, 2006). 

Pre Kindergarten Students 2011-2012 2012-2013 
Students Screened 1,348 1,388 
Referred to outside services 50 40 

From July 2013 to June 2014 a total of 629 referrals were received by the Early Learning 

Coalition of Orange County (ELCOC) from early learning providers. 192 (30%) of those were 

for behavioral concerns. Twelve percent (12%) of Orange County Head Start children were 

referred for behavioral assessment during the Fall of2013. And during a 4 month period 

(August to November 2013) over 460 children (4.2%) enrolled in the State funded pre-K 

program (VPK) were either asked to leave the by their provider or removed from VPK by their 

parent. While the reasons for the removal vary, self-reported coding indicates behavior, safety of 

other children, and failure to meet expectations were often cited. 

Special education costs $10,000 per student per year above the cost of regular education (Parrish 

et al., 2004). 

OCPS 2013 -2014 budget for salary (includes benefits) 

• 9licensed mental health counselors- $533,041 

• 91 school psychologists- $8,211,472 

• 50 social workers- $3,410,952 

Child Welfare - Prenatal 
Improving the well-being of mothers, infants, and children is an important public health goal for 

the US. Their well-being determines the health of the next generation and can help predict future 
public health challenges for families, communities, and the healthcare system. The risk of 

maternal and infant mortality and pregnancy-related complications can be reduced by increasing 

access to quality preconception (before pregnancy) and inter-conception (between pregnancies) 

care. Moreover, healthy birth outcomes and early identification and treatment of health 

conditions among infants can prevent death or disability and enable children to reach their full 

potential. 
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According to the 2013 PRC Child and Adolescent Community Health Needs Assessment 

between 2009 and 2011, 23% of Orange County pregnant mothers did not receive prenatal 

treatment in the first trimester. This number rose to 39.9% amongst teen pregnancies. 

Children birth to age five who have social and emotional problems early in life are 

more likely to experience later problems as well as to develop serious mental illnesses later in 

life. 

Many factors can affect pregnancy and childbirth, including pre-conception health status, age, 

access to appropriate healthcare, and poverty. Reports indicate that 3-19% of pregnant women 

are battered. 

Domestic Violence 

• Between 3% and 9% of pregnant women are battered (Sharos, Laughon, Giangrande, 
2007). 

• In 2011, Orange County had 8,086 reports of intimate partner violence (FCADV, 2012). 

• Trauma, abuse and neglect have a lasting, permanent effect on the brain, affecting 
learning, good social and emotional health and risk for child aggression and violence 
(Perry, 1997). 

Child Welfare Data 
State wide/ Orange 2011-2012 2012-2013 
County 
Child Protection 187,997/unable to obtain 182,288/unable to obtain 
Investigations 
Out of Home 20,099/1,339 20,77111,148 
Reunification within 12 68%/unable to obtain 64%/34% 
months 
Abuse Hotline Calls 449,677/unable to obtain 462,720/unable to obtain 
***Obtained from the Department of Children and Families Dashboard 

The median length of stay in foster care or other out-of-home placements for youth in care was 

11.9 months (Armstrong, Sowell & Yampolskaya, 2012). In 2011, Foster care costs $32,000 per 

child annually (Hillsborough Kids, 2011). 

CBC of Central Florida Child Welfare Data, 2012-2013 
• 1,148 children in child welfare are residing in out-of-home care. Downward trend 

from 1,339 last year. 

• Performance measures for diversion are on target. 

Mayor's Youth Mental Health Commission 
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• Problem areas are children receiving permanency within 12 months of entering care 
(34.1 %) and children receiving permanency after 12 months in care ( 40.4%). The 
entire state struggles with the same. 

• Orange County is below other areas in the state for youth ages 19-22 with a diploma 
or OED at 46.9%. 

***from the Department of Children and Families report card scores. 

Suicide Data 
According to the District Nine Medical Examiner's Office, from Feb, 2011, to Feb, 2014, there 
have been 58 teen/young adult suicides (ages 14-24). (5listed by drug death, 21 by gunshot 
wound, 22 by hanging, and 10 by other methods). 

Based on data derived from the 2013 PRC Child and Adolescent Community Health Needs 
Assessment children age 5-17 had a higher rate of 2+ weeks of feeling sad/hopeless in the past 
year (Orange County 8.7%; USA 6.0%). There was also a higher prevalence of attempted suicide 
among high school students (Orange County 8.1 %; USA 7.8%). 

Substance Abuse Data 
Results of the 2012 Florida Youth Substance Abuse Survey- Orange County Report showed that 
36.1% of sampled middle school students reported alcohol or other illicit drug use in their 
lifetime with 15.9% using during the past 30 days. 

Behavioral Health Data 
Oran2e County Baker Acts by Provider 

SAMHFunded 

University 
Behavioral Center 
(includes some 
Seminole County) 
Lakeside 
Behavioral 
Health care 
(75% Managed 
Medicaid) 
Central Florida 
Behavioral 

Total 

2010 2011 2012 
Unable to obtain Unable to obtain 341 (duplicated in 

other numbers) 
75 155 139 

1147 1235 1121 

Not Provided Not Provided Not Provided 

1,222 1,390 1,260 
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2013 PRC Child and Adolescent Community Health Needs Assessment reports 7.1% of Orange 

County parents believe that their (age 5-17) child's mental health is "fair" or "poor." Parents 

reported that they were told by their child's healthcare provider that 7.8% had anxiety and 4.8% 

had depression. Additionally, 8. 7% of parents indicated their children (ages 5-17) felt sad or 

hopeless two or more weeks in the past year. Orange County responded unfavorably high 

compared to surrounding counties and national responses. Other areas of concern where Orange 

County responded higher include reports from families that their child worries a lot, has 

difficulty falling asleep, has made suicide attempts, and is on prescribed medication. 

• 8.1% reported attempting suicide 

• 11.4% ever taken prescribed mental health medication 

Focus group members perceive poor mental health to be a serious health concern for children 

and adolescents in their community. Participants agree that mental health status correlates with a 

child's physical health, and that healthcare providers need to care for the whole person. With that 

said, the study indicated that just 50% of parents were aware of what mental health resources 

were available in Orange County, far below national and local findings. 

System Design Analysis 

The Needs Assessment Committee has identified six major areas of need to be addressed in any 

system redesign project. The factors overlap and interplay and together create a cycle of 

ineffectiveness. As a child and family move around the system the issues and challenges 

worsen. 

The six major factors of needs identified are: lack of system design or coordination, financing 

model disincentives and poor accountability, restrictive service array (wrong mix of 

services), system complexity, inadequate resources (prevention and intervention), and lack 

of system accountability. 

1. Lack of a system design and coordination 
In Orange County, our needs begin with the lack of a coordinated, well laid out, overall system 
design. Major systems, juvenile justice, child welfare, public education, health and prevention 

each operate independent of one another with their own set of rules and standards, the result 
being a system that is fragmented, ineffective and inefficient in the use of federal, state, and 

local resources. 

Children's mental health services are disconnected from other child serving systems. The 

systems do not meet on a regular basis and do not develop cohesive plans that address the needs 

of the community. Our community designs programs based on available funding. Programs 

may or may not impact the overall health and wellness of children and families. These 
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communication breakdowns prevent children from being effectively identified, easily and 

effectively referred, and properly treated. The lack of overall system design discourages the 

critical role of collaboration with all child serving systems. 

Results: 

• Only 27% of children's mental health needs are met in Florida 
• Only 34% of adult's mental health needs are met in Florida 
• Only 15% of anyone's substance abuse needs are met in Florida 

***Obtained from the Department of Children and Families strategic plan, 2014-2016. 

The lack of system design impacts families in that they have a basic uncertainty of how to get 

help. A retrospective study completed by Wraparound Orange showcases comments from 

parents: "Where do I go"? "How do I find services"? "Why do I have to play middle man for 

my treatment providers"? "Why do I have to tell my story over and over to each provider"? "I 

don't understand how to negotiate the system"! "I'm exhausted trying to help my child"! These 

are just a few of the questions and comments we hear from parents. It is easy to demand "work 

better together", but we must recognize the role that system design plays in effective 

collaboration. 

Results: According to (Professional Research Consultants Report) only 50.3% of parents are 

aware of mental health resources in the community. That is 18.5% lower than the United States 

Average. 

Lack of consistent training 
Training across the community is inconsistent. Trainings are duplicated by multiple systems. 

There is a lack of use of fidelity measures and coaching models to ensure that the trainings 

provided result in use of an evidence-based practice. There is no formal credentialing of 

providers or any accountability for provider outcomes in our community. 

Not child centered 
The lack of a coordinated system leads provider-based service delivery, and not child-centered 

services. Youth and their families are shuffled from one service to another or from one location 

to another, searching for funding and/or eligibility, rather than focusing on the child's immediate 

mental health needs. This leads to poor outcomes and higher costs. Families are rarely engaged 

in services, leading to treatment dropouts and missed opportunities (Bums, 2012). 
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Results: 

• Services are delayed or not received at all. 

• Increased frustration. 

• Leads to child decompensation, re-offending, and/or child welfare involvement. 

• Florida ranks 44th in the nation in health care system performance (i.e., access, treatment, 

avoidable hospitalizations) (Kaiser Foundation, 2010). 

• Florida ranks 3rd in the nation in number of juvenile detention facilities (Kaiser 

Foundation, 2010). 

• Florida ranks 4th in the nation in number of children in foster care (Kaiser Foundation, 
2010). 

2. Inadequate funding, fmancing model disincentives and poor accountability 
The system of care for children in both Orange County and the State of Florida are reflective 

of the payer sources and funding model that has existed for many years. Currently, 

children's services in Orange County, Florida, are funded by a combination of private, state 

and federal sources. This variety of funders has an equal number of requirements for 

accessing the services funded. For that reason multiple providers of children's behavioral 

health services exist in the area. Many of the available services are paid for by Medicaid or 

the State of Florida Department of Children and Families who contract with the Managing 

~ Entity in this region (Central Florida Cares Health Systems). Other forms of funding consist 

of federal grants for specialized programs and private insurance for the child whose family is 

covered by insurance plans provided by employers. Child welfare services are provided by a 

combination of funding from the State of Florida to Community Based Care and Medicaid, 

which in Orange County will be entirely privatized by August, 2014. 

Services provided to children court-ordered into juvenile justice programs are provided by 

contractors via the Department of Juvenile Justice. The problem with this is that often the 

persons providing the services have a dual role. Ensuring court compliance AND engaging 
them in a treatment process. This creates a conflict in the therapeutic process. This method 
of funding is driven by the payer and has little or nothing to do with the needs of the child or 

family. Multiple funding streams that work independently of one another have created a 
system with large gaps. This shifts the burden to the family to find appropriate services. 

• 30.5% of Orange County parents report some type of difficulty or delay in obtaining 

healthcare services for their child in the past year (PRC, 2013). 
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To complicate the complex manner in which services are funded, funding in Florida has focused 

on deep-end or crisis treatment rather than prevention ofbehavioral health and substance use 

disorders. 

• Florida is 49th in the United States in the level of funding for behavioral health services at 
a mere $38.17 per capita (Politifact). 

• Mental Health funding is less than it was in the 1950's (Florida Council for Community 
Mental Health, 2013). 

• Community mental health system funding has remained flat with only a 3% increase in 
the last 5 years. During the same time period, adult mental health funding has declined 
7.9% (Florida Council for Community Mental Health, 2013). 

The lack of system design can be traced directly to the financial workings of our mental health 

delivery system. Funding comes with complex and competing requirements, often creating 

disincentives to accomplish results. Accountability is frequently misguided, placing too much 

emphasis on certain requirements, while largely ignoring other critical areas. This financial 

design must change to achieve an effective mental health delivery system. 

Results: 

• Fragmented funding leads to an uncoordinated system with overlapping and gapped 

services. 

• Separate funding sources provide competing or conflicting requirements. 

• Financial incentives promote perpetuating the problem, not solving. 

3. Restrictive service array: families receive the wrong mix of services 

The lack of system design and disconnected financial model leads directly to a mental health 

service mix inconsistent with the needs in the community. As needs shift, the system is slow to 

react and results in services that do not match needs. Families receive what a provider "has to 

offer" verses what they actually need. The services are driven by what is allowed or funded and 

not necessarily by the presenting need identified. A parallel to health care would be for a Doctor 

to offer surgery for the flu, because that is "what I can do". 

Silos/units - Mental health services in Orange County are delivered, almost completely, in 

"units", one distinct service at a time. Often these individual services sit separately from any 
other services the child may be receiving. This delivery reality creates service "silos" that are 

uncoordinated and misinformed to meet the mental health needs of children. 
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Requirements - Each service provided comes with a unique set of requirements. Parents are 

frequently sent from one service provider to another as a result of these distinct qualifying 

requirements. 

Improper Assessment -Each provider performs an assessment which is extremely time 

consuming and duplicative in nature. Systems do not communicate with each other or share 

information despite the technological availability for sharing of electronic medical records. This 

is inefficient and frustrating for families. 

Not child centered- The current system forces families to "chase" services that are 

inappropriate or unavailable to meet their unique needs. Families are given a list of referrals and 

expected to determine eligibility and availability with each referral. There are multiple portals 

for obtaining services for families resulting in confusion and inability to find the appropriate 

service. Families are forced to accept the services that agencies offer which are not necessarily 

the services they need. 

4. System Complexity 
There are multiple services available in Orange County and children/youth and families may 

participate in overlapping services with no coordination or communication among providers. 

Parents are often left to "figure it out" and most professionals are unable to navigate service 

delivery. 

Child and family needs are complex 

• Youth with serious behavioral health challenges typically have multiple and overlapping 

problem areas that need attention. 

• Families often have unmet basic needs. 

• Traditional services don't attend to health, mental health, substance abuse, and basic 

needs holistically which leaves many families frustrated and not sure where to begin. 

One parent shared with us that "if you are one of the lucky families to actually make it this far in 
the process with good providers and communication, the complexity might cause you to throw 

up your hands and give up. Services occur in "silos" meaning they neither coordinate nor 
communicate with each other. Systems don't work together well for individual families unless 

there is a way to bring them together (Bruns, E. 2012). 

Results: 

• Youth get passed from one system to another as problems get worse. 

• Families relinquish custody to get help. 

• Children are placed out of home. 
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Lack of access -With the lack of a clear entry point or clear eligibility, access becomes a 

challenge. Simple information and referral is ineffective, as families may end up with a list of 

providers for which they do not qualify. Providers are equally frustrated, wasting precious 

resources on qualification verifications and duplication of verifications. 

According to the 2013 PRC Child and Adolescent Communi1y Health Needs Assessment many 

focus group participants are concerned with access to healthcare services for children and 
adolescents and identified the following barriers: 

• Health literacy 

• Poverty 

• Insurance status 

o Uninsured 

o Medicaid 

• Prescription drug costs 

• Cultural competence 

• Transportation 

Transportation challenges - Service availability varies greatly across the County, and there 

may be a service available to a child, that families cannot access due to either location of services 

and/or hours of operation of provider. The difference between access to services from Bithlo to 

Pine Hills to Downtown have very different challenges. The current system does not effectively 

account for these variations. Some of our parents work; some are without reliable transportation 

or ability to drive. Additionally, the current transportation system puts Orange County at an 

economic disadvantage in comparison to other major cities. 

5. Inadequate Resources (prevention/intervention) 
Services not available -Evidence-based practices for prevention of development of severe 

behavioral health problems exist and are demonstrated to be highly effective. Very few funding 
sources exist in Orange County that will cover these services. Proactive, preventative services 
are the best chance for a child identified as being at risk at an early age to advance to a transition 

into a successful adulthood. Without proper prevention services children remain at risk for 
ending up in deep-end services. Negative impacts to the community may be higher rates of 

violence and incarceration, exacerbation of severe mental illness and substance dependence and 

increased homelessness. 
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Results: 

• In 2012-2013 Orange County Public Schools reported over 7,000 students were 

homeless. This is a 300% increase in the last 6 years. 79% of the homeless students 

indicated that they reside with friends or other family. 

Wait times/lists - Whether a family is trying to access public funded care or insured care, often 

there is a waitlist for services and a minimal amount of visits permitted through insured care. At 

the time of this report, the publicly funded provider in Orange County had a 5 week waitlist for 

uninsured youth. Many insurance companies limit the number of psychiatric visits and services. 

Like most medical issues, wellness/stability is not achieved in 6 visits. Additionally, families 

who have private insurance and have not exhausted their benefits must tum to the public sector. 

Pires, 2012). 

Despite effective treatments, there are long delays, sometimes decades, between the first onset of 

symptoms and when people seek and receive treatment. An untreated mental health disorder can 

become more severe, more difficult to treat, and/or lead to increased comorbidity. 

Results: 

• Only 20%-50% of these children receive mental health treatment. 

• Half of all lifetime cases of mental health disorders begin by age 14. 

6. Lack of System Accountability 

Lack of Data, Technology - A key component to any thorough needs assessment is the ability to 

effectively and efficiently evaluate the outcomes of the services offered (Taylor et al., 2002). A 

well-functioning system has an element of program evaluation built into the process at the onset. 

Key components of the program evaluation process include the systematic collection of data 

elements that mark the onset of care through the termination of care across the system (Rubin & 

Babbie, 2013). 

Each child-serving system of care has a database and most utilize electronic records. Across the 

community in general there have not been any attempts to share information across systems to 
improve care offered to youth and families. Measureable outcomes are vital to improving 

systems and every agency and system has to agree to achieve transparency in data and outcome 

sharing. 
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Conclusions/Recommendations 
The Needs Assessment Committee concludes that the current Youth Mental Health System for 

children/youth ages 0-24 is fragmented, uncoordinated, and woefully underfunded in comparison 

to national standards. Orange County data from all child-serving systems clearly support that 

our system is ineffective and does not meet the needs of children and families in our community. 

The body of research from around the nation is sufficient to provide Orange County with the 

information on the standards needed to create cost effective and lasting change in our County and 

allow us to attain better outcomes for children, youth and families. Therefore, the Needs 

Assessment Committee fully supports the recommendations from all of the other Committees 

under the Youth Mental Health Commission and in addition recommends the following: 

1. Begin with setting the structure for outcomes to be attained through a Management 

Network. 

2. Ensure alignment with other initiatives (Children's Summit, Alliance Board, etc.). 

3. Establish a system for collecting data at the individual, family and community level. 

4. Create a community dashboard to monitor each area of the outcomes desired with the 

following as a starting point. 

• Increase use of Civil Citation Programs. 

• Decrease child arrests for ages 5-l 0. 

• Reduce school suspensions/expulsions. 

• Reduce number of children being removed from VPK. 

• Reduce child welfare out of home placements. 

• Reduce psychiatric hospitalizations and readmissions. 

• Reduced the incidents of suicide in the 0-24 population. 

• Increase Family/Youth resiliency. 

• Increase Family/Youth involvement. 

• Reduce homelessness for transition age youth. 

• Reinvest cost savings into the overall system of care. 
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COMMITTEE CHARGE/PURPOSE 
The Systems Design Committee consisted of a diverse group of community professionals 
from different areas of child and family health, mental health, academia and social services. 
The committee was charged with the following: 

• To develop a comprehensive model to address child, adolescent and young adult 
mental health issues. 

• To identify the gap between the proposed model and the current structure in 
Orange County. 

• To recommend an implementation strategy to migrate the current system to the 
proposed comprehensive one. 

The committee has met nine times including a joint session with the Needs Assessment 
Committee on January 21, 2014. In an effort to provide additional information on the 
challenges within the current system for children's mental health services and to acquaint 
the committee with 'best practices', several of these meetings included presentations by 
community experts on: Wraparound Orange, Orange County Public School's services, 
Medicaid, the Spirit Project Software, Central Florida Cares and Infant Mental Health. 

THE FOCUS/METHODS USED BY THE SYSTEMS DESIGN COMMITTEE 
• Informational presentations and discussions on the specific program models in our 

community and on topics related to children's mental health. 

• Discussions of community members' perceptions of the gaps in service(s). 

• Review and discussion about 'best practice' models in place across the country. 

• Discussions on the values and principles that should guide mental health services in 
Orange County. 

• Discussions and development of a framework that can be utilized to develop a 
mental health care system in Orange County. 

• Development of a preliminary logic model. 
• Coordination with the Needs Assessment Committee to ensure integration of that 

committee's work into the final recommendations of the System Design Committee. 

PROBLEM STATEMENT 
The System Design Committee reviewed the assessment and recommendations of the 
needs and gaps in children's mental health in Orange County from the Needs Assessment 
Committee Report and a multitude of other sources. The primary message from this report 
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is Orange County has a system for Children's Mental Health and has a wealth of resources 
that present as unique opportunities on which to build. Unfortunately, the current system 
is fragmented, disjointed and almost impossible to navigate for parents and families. 
The challenges inherent in developing an effective mental health service delivery system 
are not unique to Orange County. In fact, these same system problems across the nation 
prompted national attention in the in late 1990's and early 2000s and led to numerous 
national reports from the U.S. Department of Health and Human Services and the Surgeon 
General. Finally a Presidential call to action appeared in the New Freedom Commission on 
Mental Health, Achieving the Promise: Transforming Mental Health Care in America in 
2003. Currently, mental health and substance abuse funding flows from the Substance 
Abuse and Mental Health Services Administration via the Department of Health and Human 
Services in the form of cooperative agreements, grants and federal block funding. 
Difficulties in creating a comprehensive, efficient and effective system are impacted by both 
system level issues as well as those problems occurring with the individual children/youth 
and their families. Some of the issues include the following: 

Co-morbidity- Mental health problems in children, adolescents and young adults often 
exist co-morbidly with other mental health disorders as well as with other psycho-social 
stressors that may include; poverty, malnutrition, homelessness, and child maltreatment. 
The Department of Children and Families in its January 2013 report indicates "there are 
146,724 children with severe emotional disturbances in families with incomes below 200% 
of the Federal poverty level" (p. 30). Families struggling to provide shelter and food do not 
have the time, energy or resources to obtain the mental health services needed. 

Fragmented Data Collection - State level agencies collect different types of data in 
different ways, making comparison difficult. Some data collection is related to mental 
health, therefore system data often overlaps and is difficult to quantify. On a local level, the 
committee acknowledges that data collection related to mental health in children, 
adolescents and young adults is accumulated independently by service providers, not 
integrated or shared. The result is a daunting task to develop an accurate and updated 
overview on the state of child, adolescent and young adult mental health in Florida and 
Orange County. Interestingly, the committee discovered that this lack of coordination in 
data collection is reflective of the fragmented mental health services that appear to exist in 
the county and throughout the state. 
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A Limited Service Array- The Systems Design committee recognizes what many 
professionals in our community already know: that while we have some good mental 
health programs in our community, we need to develop a system that addresses more 
effectively the diverse mental health needs of our children, adolescents and young adults 
and their families (Leon, 1999). Children do not operate in a vacuum and are dependent on 
their families for their emotional and psychological development and needs. Children's 
communities must have an adequate range of mental health services that meet those needs 
and parents should be able to access those resources easily and effectively. 

Service Fragmentation- Managing a child's mental health needs is challenging enough 
without the added stress of services that are often fragmented, not family focused, not 
outcome driven and difficult to access. Families are systems presented with complicated 
problems that include obtaining medical, financial, educational and mental health services 
for their children. Unfortunately, families are often bounced from one agency to another in 
their efforts to receive those needed services. 

Limited Access- Families experience a host of barriers to service access. Some 
communities in Orange County have minimal or no mental health services for children and 
adolescents within a reasonable location radius creating a lack of access due to 
transportation issues. Other barriers include; limited funding, waiting lists for services, 
cultural and linguistic barriers, days and times services are available, etc. 

Differing population groups- The committee recognized that the populations to be 
served by the proposed Mental Health System of Care include those individuals from birth 
through age 24. The inclusion of young adults ages 19-24 reflects recognition by theorists 
that our society has changed and that young adults often for financial and psychological 
reasons either never leave home or often return home for support. Services to address a 
wide range of mental health problems among children and adolescents are needed. 

Prevalence rates of mental health disorders - Some of the more common mental health 
disorders experienced by the child/youth population throughout the country include 
Attention Deficit Disorder with or without Hyperactivity, Depression, Anxiety disorders, 
Posttraumatic Stress Disorder, Oppositional Defiant Disorder, Conduct 
Disorder/Disruptive Disorders and Substance Abuse Disorders (American Psychiatric 
Association, 2013). Children, youth and young adults have differing needs based on their 
actual age and developmental age. Unfortunately, there is not a "one size fits all" approach 
that can be used across all ages. 
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Age of onset- National data indicates that 50% of all lifetime mental health disorders 
present by the age of 14 and 75% by the age of 24. From a developmental perspective 
when disorders present at an early age and are left untreated, the long-term negative 
impacts extend across the lifetime. Symptoms of mental health disorders appear much 
differently in children, adolescents and young adults, thereby presenting with a variety of 
diagnostic challenges for providers. The result is over-diagnosis and j or under-diagnosis 
of disorders, improper use of psychiatric medications, and problems at home, school and in 
the community. 

Prevention vs. Intervention - Mental illness tends to be addressed from an intervention 
perspective. Equally important are efforts to address mental illness from a preventative 
model. Some individuals may be 'at risk' for mental health problems, while others are 
already affected directly or indirectly by mental illness. This requires that multiple 
strategies including public awareness campaigns about mental health, as well as 
preventative and treatment interventions be employed. 

In addition to the aforementioned considerations, the System Design committee members 
deemed it important to obtain real-life challenges from the viewpoints of parents with a 
child that has a mental health disorder. Their thoughts and comments are indicated in 

Attachment A. 

Defining a Healthy Child/Youth and Family 
Additionally, the Committee was asked to research the factors that contributed to the 
health and success of a child/youth and their family. A healthy child can best be described 
using the "40 Developmental Assets Framework" which identifies a set of skills, 
experiences, relationships, and behaviors that enable young people to develop into 
successful and contributing adults. Data has consistently demonstrated that the more 
Developmental Assets young people acquire, the better their chances of succeeding in 
school and becoming happy, healthy, and contributing members of their communities 
and society (http:/ jwww.search-institute.orgjresearchfdevelopmental-assets). 

For families, the Center for the Study of Social Policy has identified five protective factors to 
strengthen families and therefore ensure children, adolescents and young adults have 
optimal environments to help foster optimal development across the lifespan 
(http:/ jwww.cssp.orgjreformjstrengthening-familiesjthe-basicsjprotective-factors). 
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This approach is coined "Strengthening Families" and includes five protective factors: 
parental resiliency, social connections, knowledge of parenting and child development, 
concrete support in times of need, and social and emotional competence of children. 

Theoretical Concepts/Frameworks Guiding the Recommendations 
The Systems Design Committee determined that developing a mental health system of care 
requires that a system integrate all the aforementioned factors as well as the perspective 
that there is a 'total' child, adolescent or young adult needing mental health services. 
Committee members agreed that it was important to identify key principles to guide 
decision-making and development of a comprehensive model for existing and future 
children's mental health services in Orange County. The committee members reviewed 
national and state publications, websites, academic journals and private foundation reports 
(some of which are identified in the reference section). The goal was to determine which 
models have the best outcomes for children, youth and young adults with a mental health 
disorder. In essence "what does the perfect system look like?" 

The Systems Design Committee has determined that two types of perspectives are needed: 
one to focus on the policy and administrative level and the other to focus on the 
parental/family perspective level. The perfect system in Orange County is defined in this 

context. 

System of Care - A model for policy and administration 
In the late 1980's nationwide discussion amongst communities and agencies interested in 
transforming their child and adolescent mental health services led to the national adoption 
of the 'system of care' framework that addressed the complexity of mental health problems 
in children, adolescents and young adults. Since 1992, the federal Comprehensive 
Community Mental Health Services for Children and Their Families Program (or the 
Children's Mental Health Initiative, CMHI) under the Substance Abuse and Mental Health 
Services Administration (SAMHSA) has invested resources in implementing the system of 
care approach in communities across the nation. With a strong history of demonstrating 
the effectiveness of this approach, SAMHSA has shifted their approach towards strategies 
for expanding systems of care throughout states, tribes, and territories (SAMHSA, 2011). 

The system of care approach has reshaped children's mental health services to the extent 
that at least some elements of the system of care philosophy and approach can be found in 
nearly all communities across the nation (Stroul, Blau, & Friedman, 2010). The approach 
has also been adopted by child welfare, juvenile justice, education, and substance abuse 
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systems; early childhood programs; systems designed to serve youth and young adults in 
transition to adulthood; and many adult-serving systems. 

Although the system of care approach continues to evolve to reflect advances in research 
and service delivery, the core values of community-based, family-driven, youth-guided, and 
culturally and linguistically competent services are widely accepted. The guiding principles 
calling for a broad array of effective services, individualized care, and coordination across 
child-serving systems are extensively used as the standards of care throughout the nation. 

DEFINITION 
A system of care is: A spectrum of effective, community-based services and supports for 
children and youth with or at risk for mental health or other challenges and their families, 
that is organized into a coordinated network, builds meaningful partnerships with families 
and youth, and addresses their cultural and linguistic needs, in order to help them to 
function better at home, in school, in the community, and throughout life. 

CORE VALUES 
Systems of care are: 

• Family driven and youth guided, with the strengths and needs of the child and 
family determining the types and mix of services and supports provided. 

• Community based, with the locus of services as well as system management resting 
within a supportive, adaptive infrastructure of structures, processes, and 
relationships at the community level. 

• Culturally and linguistically competent, with agencies, programs, and services that 
reflect the cultural, racial, ethnic, and linguistic differences of the populations they 
serve to facilitate access to and utilization of appropriate services and supports. 

Additionally, System of Care is further defined with a core set of guiding principles that set 
the foundation for the work of communities that are implementing the model. (See 
Attachment B). 

A System of Care approach is effective and consistently shows the following: 

• Children and youth have demonstrated improvements in clinical and functional 
outcomes, increases in behavioral and emotional strengths, reductions in suicide 
attempts, improvements in school performance and attendance, fewer contacts with 
law enforcement, reductions in reliance on inpatient care, and more stable living 

situations. 
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• Caregivers of children and youth served within systems of care experience reduced 
strain associated with caring for a child or youth who has a serious mental health 
condition, more adequate resources, fewer missed days of work due to the mental 
health needs of their child, and improvement in overall family functioning 
(Manteuffel et al., 2008). 

• The system of care approach is a cost effective way of investing resources by 
redirecting funds from deep-end services (inpatient and residential treatment) to 
home- and community based services and supports (Gruttadaro, Markey, & 

Duckworth, 2009; Maine Department of Health and Human Services, 2011; 
Maryland Child & Adolescent Innovations Institute, 2008; Manteuffel et al., 2008). 

As a result of these positive outcomes, SAMHSA launched a new effort to further this 
progress by providing funds to states to develop comprehensive strategic plans for 
widespread expansion of the system of care approach so that more children and families 
can benefit (SAMHSA, 2011). It should be noted that Orange County Government is a 

current grantee for a System of Care Cooperative Agreement from SAMHSA since 
September, 2009, and has titled the project, Wraparound Orange. 

The system of care framework is intended to be used as a foundation for mental health 
services that includes a collaborative of coordinated services across agencies and should be 
a part of evidence based services (Hernandez & Hodges, 2003; Stroul, 2002), leading to the 
second model for Orange County. 

Family support model - focusing on the entire family system 
Children clearly function within the context of their families, neighborhoods/communities 
and peer systems. It is the family system especially that attends to the individual's physical, 
social, emotional, cognitive and interpersonal needs as early as infancy and through young 
adulthood. Families set the tone for our initial interest in learning, our early perceptions of 
the world and others around us and have the major responsibility to set a good foundation 
and environment that will foster resiliency and good mental health functioning for years to 
come. However, it is clear to health and mental health care providers and to educators that 
families often lack the resources, motivation, and knowledge to fulfill this function for 
every child. The importance of following a family support model in mental health service 
delivery that will empower parents and provide the needed resources so that parents and 
families can help develop resilient and healthy children is paramount to any community 

Mayor's Youth Mental Health Commission 

Page 8 of64 



Systems Design Committee Final Report 

(Leon, 1999). Services based on a family support model recognize that often parents and 
families are overwhelmed with the responsibility of raising children while trying to 
maneuver complicated health, mental health and social service systems. Parents 
increasingly struggle to find the most appropriate health and mental health services for 
their children, adolescents and young adults. To achieve success mental health providers 
must embrace the total child and family and therefore identify ways of developing and 
implementing services that address the health and mental health needs of this population. 

The Adverse Childhood Experiences (ACE) conducted as a collaborative process between 
the Centers for Disease Control (CDC) and the Kaiser Permanente's Health Appraisal Clinic 
in San Diego, the largest study to date that has examined relationships between childhood 
abuse and its impact on the well-being of the child through adulthood 
(http: //www.cdc.gov /ace/). The findings strongly correlated that early childhood 
experiences predispose individuals not only for mental illness but for poor quality of life, 
health problems and even death (Whitfield, 1998). Young children, adolescents, and young 

adults cannot be treated in a vacuum as they function within the parameters of the family 
system. It is therefore vital that a mental health delivery system take into account major 
principles from a family support or family focused model. These components include: 

• Providing services across the lifespan from prenatal to age 24 

• Strengthening the family system 

• Strengths perspective and empowerment 

• Integration of Service -The Bio-Psychosocial Approach 

• Collaborative partnerships 

• Neighborhood Based and Family-Friendly Services 

• Fiscal support 
• Identification of formal & informal community based resources & good case 

management services 

The Family Support model provided a guide to the Committee on the types of resources 
and services as well as how those items should be used in service delivery and is a 
foundation for the Committee Recommendations. For further information, See Attachment 
c. 
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National Outcomes for System of Care 
Coordination of services and resource utilization by way of a System of Care model will 
guarantee that those served are central to the process and that the defined and 
credentialed service deliverables are effectively used to maximize good outcomes based on 
both data analysis as well as from the perspective of those served by the system. Such an 

approach maximizes resource utilization, avoids duplication, decreases fragmentation, 

increases capacity to serve more youth, and is outcomes accountable. Carefully 

coordinated care under a wraparound model with full vestment of the youth and families 
will lead to less use of costly higher end services. Such savings could then be used to further 

expand the volume of youth and families served. These types of outcomes have been 
predicted for or attained by other similar approaches around the nation, even though they 
vary in overall design, targeted groups, and geographic organizational scope: California's 

Proposition 63, Wraparound Milwaukee, and our local Wraparound Orange. 

California's Proposition 63 -A study of comprehensive family therapy approaches 

centered around and driven by the youth and family's needs for youth in the juvenile 
justice system reduced re-arrests by 50% (Blueprints for Violence Prevention 2004). That 
study calculated the cost-benefit to be $13 saved for every $1 spent on functional family 

therapy intervention as a prevention targeting at-risk youth over just a three month period 
'-"' on average. Ongoing follow-up with the youth and families controlled recidivism. 

More recent analysis of the Proposition 63 comprehensive services outcomes showed 
significant reduction of psychiatric emergency interventions and psychiatric hospital 

admissions in all age ranges (UCLA Center 2011) and there were significant reductions in 
homelessness rates among families entered into comprehensive holistic programs (UCLA 

Center 2011). There were dramatic reductions in arrests for transitional youth age ranges 
(adolescents), decreases in school discipline rates, and positive trends in education 

outcomes related to academic performance (UCLA Center 2011). 

Wraparound Milwaukee- The Wraparound Milwaukee ambulatory, community-based, 
and family-centered approach reduced the need for youth residential treatment by 60% 
and psychiatric hospital admissions by 80% (Kamradt 2000). Significant cost savings also 
occurred with the wraparound model targeting youth in juvenile justice as it reduced 
arrests by 34% on average per youth served. 
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Wraparound Orange- A significant reduction in functional impairment of the youth and 
families was also achieved. In Orange County Florida, Wraparound Orange outcomes data 
showing a reduction in arrests from 6 7% to 11% over a 12 month period. 

Proposal for a Mental Health 5,ystems of Care Desi~n for Orana:e County Florida 
The report of the Systems Design Committee of the Orange County Youth Mental Health 
Commission endorses the systems of care methodology with a structure similar to but not 
identical with examples illustrated by Pires (1996). The Systems Design Committee 
endorses the wraparound methodology as key to the design. This report to Orange County 
by the Committee serves as a first-step reference for the local, regional and state 
stakeholders in the building process of the systems of care. In keeping with the key 
elements that the Committee has defined, the following key system constructs are 
proposed (also see figure 1): 

The Committee further concluded that holistic methodologies are central to the foundation 
of this system and it absolutely must be a youth- and family-centered entity driven by the 
needs of the youth and families. The top-down model of provision of care must be avoided. 
The concept is that if there is failure in an outcome, the youth or family did not fail, but 
rather the system of care failed them. 

To be successful and effective such a system of care requires a coordinated network 
encompassing a very broad array of services and supports with high fidelity integration of 
those interventions. It also must be individualized and incorporate the youth and family 
into a working partnership with the system. Building the system is a multiagency 
undertaking utilizing a robust involvement of community level partners. Moreover as Pires 
(2002) concluded, "Building systems of care is a multifaceted, multilevel process. It 
involves making changes at state, local and even neighborhood levels. It entails changes at 
policy and service delivery levels." Stroul (2002) has pointed out and Pires (2002) 
confirmed that system of care is the framework and not the delivery model per se. Each 
community has unique as well as similar needs and each has its varying sets of resources, 
thus systems are not alike in design, but are comparable in values and concept. 

MISSION STATEMENT- See Logic Model 

The Orange County Youth Mental Health Commission leads the implementation and 
monitoring of an effective children's mental health and substance abuse service delivery 
system that provides easy access, crisis response and diverse high-quality services to 
children, youth and families in Orange County. 
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VISION STATEMENT -A community of resilient youth and families well equipped to deal 
with the stress of life and enjoy empowered, independent, healthy and productive lives. 
(Wraparound Orange) 

SYSTEM OF CARE COMPONENTS 

• An Interagency Team (Head Agency for the Program) 
o Management Network oversight body with mandate and jurisdiction to 

provide mental health services. 
o Development of strategic planning initiatives using a collective impact 

strategy for improving Orange County outcomes. 
o Representation from important community sectors, including juvenile 

justice, child welfare, public education, mental health and social services 
agencies, and experts in mental health care as examples. 

o Promotion of the high fidelity team approach, intersecting with the 
wraparound model of community-based care. 

o Responsible for Management Network administration, funding, credentialing, 
quality assurance, and quality improvement. 

Authority and Governance 
The system of care requires high-level authority to carry out its mission, a defined 
champion or set of champions to see it through, a qualified and insightful governance body 
or board, and a dedicated staff with adequate funding and resources. The Board must have 
particular skills in securing buy-in from a diverse set of providers, stakeholders, payers and 
government. They must be skilled in building partnerships and coalitions. A significantly 
large number of existing services and care entities must be recruited to join the system of 
care in addition to those already contracted with Wraparound Orange to provide the 
needed support network. 

Systems Management 
The Orange County Youth Mental Health System of Care authority will then begin at the 
county government level and will include an appointed governance body with dedicated 
resources supporting its function. Ideally the governance body will include key local and 
county stakeholders from the entire child serving systems (juvenile justice, child welfare, 
special education, community mental health, health and managed care organizations at a 
minimum). The governance body and its leadership will assume all responsibility for the 
conduct of the system, management of the budget, assessment of service providers, quality 
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assurance, quality improvement and shared liabilities. The organization will function much 
like an Administrative Service Organization. Agreements and definitions of participation, 
risk-sharing, and all matters of governance will be the responsibility of the Board. It is also 
responsible for credentialing standards, the credentialing process for, and endorsement of 
resources within the community (see figure 1). 

A skilled mental health Systems of Care Implementation Team hereafter referred to as the 
Team, of dedicated staff will be formed under the administrative leadership. Support staff 
will be defined for leadership, administrative duties and quality improvement. The Team 
will report to the Management Network. The Team leader will be responsible for 
administration of the team, including hiring, evaluation, promotion, and dismissal of team 
employees. Budget and data management, oversight of grants management, and outcomes 
data collection and analysis will be among the responsibilities. The Team will be 
responsible for management of the Access Portal for youth, young adults and families 
seeking care or referred for care using a behavioral health navigation model. Behavioral 
health navigation staff will be utilized to initiate services with duties that include 
assessment of need, identification of youth- and family-stated needs, identification of 
evaluation and care services as required, and to begin the wraparound management within 
the systems of care for each youth and family. This will include identifying resources within 

~· the Wraparound sphere (see figure 2), such as peer and family groups and other mentoring 
services organized under the Team that are individualized for the specific youth and family 
by case analysis. The Team will utilize a robust software system to arrange care plans and 
make referrals within the sphere of community resources and providers (see figure 2). 

• Access Portal to the System of Care 
o Provide for a centralized intake center 
o 24/7 services with phone and internet access points. Possible use of 211 

Portal of Access to Care 
There will be a single point of systems of care access for youth and families seeking or 
referred for service or care. Behavioral health navigators, case managers and/or 
wraparound facilitators depending on the needs of the child and family will be assigned to 
each youth. Appropriate levels of supervisory staff will also be appointed for administrative 
and personnel management and oversight of the process (see figure 1). The principles 
embodied in the already successful Wraparound Orange will be central to this proposed 
expansion of systems of care. This proposal incorporates the core values of Wraparound 
Orange, addresses the concerns of the Commissions' Needs Assessment Committee, and 
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seeks to expand those on a much wider scale to address any youth, young adult and 
families challenged with mental health concerns or substance dependency. The core values 
covered by Wraparound Orange and also essential to this systems design are echoed in the 
mission statement of this document and include; family-driven, youth-guided, culturally 
and linguistically-competent, strengths-based, comprehensive, community based 
individualized, integrated, competent, respectful, outcomes-based, and evidence-based and 
focused on early prevention and intervention. It cannot be overemphasized that the youth 
and families must be empowered as meaningful partners in their participation in care 
giving interventions. Those served must be central to the process (see figure 2). The Portal 
of Access will be through the internet, by phone or in person. A computer tablet and hand
held device app can also be developed. Entities referring cases (see referral section below) 
will provide contact information for those they serve as it is available. A public service 
campaign will be needed to bring the Systems of Care in Orange County to the attention of 
its citizens. A three-digit hotline phone number can be contemplated for future access. 

Referrals of Youth and Families from Other Sources 
The systems of care will be designed to accommodate referrals from a significant number 
of important sources (see figure 1 ). These include but are not limited to State and County 
Agencies, Department of Children and Families, Departmental Directors, Public School 
System, private schools, university health centers, daycare centers, domestic violence 
programs and centers, child abuse programs, the legal system, the juvenile justice system, 
Department of Corrections, medical practices, emergency departments, mental health 
agencies (including agencies both within and outside the systems of care network), social 
agencies and faith-based organizations. The Access Portal function for these referrals to the 
system of care must be timely and seamless and must have effective two way 
communications set up with the referring entity by the Care Management Team. Once 
again, a well-designed, on-line software resource will greatly assist this reporting. 

The Systems Design Committee believes that the specifics of a system of care design 
presented above and diagramed in figures 1 and 2 will address many of the major issues 
identified by the Needs Assessment Committee, including the disarray of mental health 
services already available in the community, the lack of coordinated care, the lack of access 
that is functional and responsive to needs of those seeking help, and poor communication 
between multiple levels of care provision. 
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• Coordination and Navigation Service 
o Establish a network of Behavioral Health care Navigators 
o Work with current care coordinator type entities (Targeted Case 

Management, Dependency Case Management) to ensure adoption of system 
of care values. 

Svstem ofCare Network: The Provision of Services 
The care and services network will be expected to be comprehensive, diverse, and 
accommodating in its responsiveness to the system of care needs. Members of the network 
must agree to meet quality and performance standards set by the system under the 
governance ofthe Management Network and the network members must agree to maintain 
those standards and to be evaluated by way of prospectively designed outcome measures 
and youth/ family satisfaction rates. Providers in the coordinated network must agree to 
take youth and families identified to them for services by the systems of care Team. 
Reporting must be bidirectional with open communications in a fashion completely 
transparent to the youth and families (see figure 2). Once again, an on-line system to 

coordinate care, set referrals and manage outcomes data is essential to address systems 
complexities. A system of care wraparound management process with the goal of high 
fidelity requires complex referral and scheduling methods, since any set of referrals or 

'~ interventions are individualized. Tracking of referrals, case management, and outcomes 
data collection and analysis would be severely limited without an electronic record. Newer 
software products with internet-based interfaces have been developed and can be tailored 
to the specific needs of the system of care. The breath of local agencies and services that are 
recruited must be comprehensive in the participation as referral sources for youth and 
families within the system of care. This process was begun under the leadership of 
Wraparound Orange and is working well. They have an excellent starting base of a referral 
network of services that already includes 6 Mental Health contractual agency partners and 
two business contractual partners. The vision of this proposal is that those resources will 
be comprehensively expanded in numbers, complexity, and scope, but maintaining the 
same wraparound philosophy. 

Bidirectional reporting and updates between the Team and the resources identified for the 
youth and families are extremely important to the proper functioning of any mental health 
system of care undertaking. The robust software system of tracking and reporting can be 
used for this bidirectional communications and serve as a platform for documentation. 
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Additional proposals of importance for the system of care include preventative services, 
early risk identification initiatives, prenatal and infant identification methodologies, and a 
mobile emergency response system. Other modular system of care services specific for 
these areas should be developed in a methodical fashion. Lastly, a 24/7 Mobile Mental 
Health Crisis Response Team is a major goal moving forward. 

• Provide a Credentialed Network of Mental Health Services, Providers and Agencies 
o Management Network sets credentialing standards for all entities within the 

network. 
o Listing of resources and services access according to the plan of care for the 

child, adolescent and young adult and his/her family. 
o Bidirectional coordination and reporting between the service entity and 

Management Network and Team (care management coordinators). 
o Entities must agree to the principles inherent to a unified system of care. 

Community Resources. Agencies and Partners 
Mental health care providers, healthcare providers, substance abuse providers, schools, 
child welfare, court administration, juvenile justice and many other intervention and 
support organizations will be recruited to join the system of care. Referral requests will 

'-' come from community care managers in partnership with the youth/young adult and 
family for resources targeted toward the specific need of the youth/young adult and family. 
The approach will be structured after wraparound concepts in that the services and 
interventions are wrapped around the central needs and wishes of the youth/ young adults 
and families and driven by them in great measure. A matrix of services within the 
community will be developed and managed using the mentioned secure on-line software 
based methods. The system of care will allow the resources of these diverse entities to be 
pooled to maximize their utilization in benefit of the youth and their families. 

• Diversify /Expand the service delivery array in Orange County 
o Establish a Mobile Crisis Team that allows for 24/7 crisis response to 

children, youth and young adults experiencing a mental health crisis. 
o Establish a Children's Assertive Treatment (CAT) Team for 

childrenjyouthfyoung adults. 
o Expand wraparound service delivery to youth and young adults. (Currently 

teams serve only 0-12). 
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• Focus on Services Across the Child/ Adolescent/Young Adult Life Span 
o Consideration of parent education and family work during the prenatal 

period. 

o Focus on the parent-child relationship during the 0-5 age group. 
o Early intervention and identification from birth through 5 years of age. 
o Attention to school age children. 
o Develop age appropriate services for adolescents & young adults. 

The committee also acknowledged that there are services needed at the prevention and 
intervention levels and that those will require different approaches. 

• Focus on the Family 
o While there was some family participation in the initial meetings, the 

committee identified the challenge of not having family /parent perspective 
on the committee. This participation is valuable as it provides the 'consumer' 
perspective and efforts to include parents/families will be made. 

• Culturally Sensitive & Competent Services 
o Develop & provision of services that take into account the following: 

• Racejethnicity 
• Religion 
• Sexual orientation differences among parents, children, adolescents & 

young adults 
• Attention to growing populations of diverse families in Orange County 

(Latinos, Haitians, Other Caribbean Groups & Asians) 

It is important to note that Orange County Florida is a diverse community and a component 
of an effective system must take into consideration the cultural and linguistic needs of an 
ever-changing population. Committee discussions identified that the development of 
services must take into account the diversity of children, adolescents and young adults in 
different areas, recognizing that different mental health services, approaches and 
interventions will be needed depending on the developmental stage of the 
child/adolescent/young adult. Areas of diversity include: 

• Chronological age 

• Stage of development 

• Racialjethnicjcultural differences 
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• Systematic Outcomes-Driven Model 
o Consideration of previous evidence (where available) in system design or 

any redesign. 
o Establish a core set of programmatic goals and objectives which are child 

and family specific. 
o Develop a specific set of core quality measures for those goals and 

objectives similarly tailored after the Wraparound Fidelity Assessment 
System. 

o Establish a tracking and data collection system, ideally within a unified 
information technology framework. 

o Data analysis according to goals-based, strengths-based, and needs-based 
approaches. 

Develop/Monitor Community Outcomes 
As stated there is difficulty in obtaining reliable, accurate data on the status of child mental 
health in Orange County due to the fragmentation in the collection of data by various 
service providers not only in Orange County but also across the state. There is a need to 
implement a systematic effort to access as much data from various sources that will 
illuminate additional gaps in mental health services and it is recommended that the 
Implementation Team of the Youth Mental Health Commission continue to search out, 
identify and collect this data. The Needs Committee identified the following indicators and 
established base-line data for moving forward. See Logic Model- Problems/County Child 

Data 2012/2013. 

System design objectives for impacting these data points are as follows: 

• Increase use of Civil Citation programs 
• Decrease child arrests for ages 5-10 

• Reduce school suspensions/expulsions 
• Reduce number of children being removed from Voluntary Pre-Kindergarten (VPK) 
• Reduce child welfare out of home placements 

• Reduce psychiatric hospitalizations and readmissions 

• Reduce suicide rates 

• Increase family fyouth resiliency 

• Increase family fyouth involvement 
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• Reduce homelessness for transition age youth 

• Reduce/ eliminate stigma 

• Reinvest cost savings into the overall system of care 

Integration of Software and Database Management 
The System Design Committee recommends the development of a robust and intuitive on
line software database that will virtually link all mental health/children serving 
organizations, the Judicial and Law Enforcement systems, and the families being served in 
Orange County (See Diagram 1). This on-line system would serve as the single point of 
entry for families to be linked to mental health services and treatment, and at the same 
time will allow for cross system communication with all organizations and providers 
within the system of care. 

The committee envisions an on line portal that would enable the system of care 
participants to: 

• Improve communication, connect-ability, and accountability. 

• Develop uniform on-line referral, assessment, and consent forms. 

• Enable real time electronic referrals to mental health and other service 
providers. 

• System of Care partner agencies would be able to upload to the system their 
array of services, eligibility requirements, and availability. 

• Allow families access to navigate the system for available services tailored to 
their child's needs, and to provide the most geographically convenient service 
locations. 

• Real time tracking of families as they navigate through the system of care. 

• Development of an on line scorecard that highlights the critical outcome 
measures for the system of care partners. 

• Shared data hub for system of care providers, and state and county 
governmental agencies. 

• Leverage mobile communication devices such as smart phones and tablets 
through the development of an app that would link both professionals and 
families to the on-line portal. 

The success of the proposed system of care recommendations is contingent upon the 
development of this integrated software database. Our committee further recommends 
that the Management Network entity serve as the "oversight and management" body for 

Mayor's Youth Mental Health Commission 

Page 19 of64 



Systems Design Committee Final Report 

the proposed on-line software database. This would include serving as the system 
gatekeeper to manage access to the on-line database, tracking credentialing of system of 
care providers, and monitoring overall system of care outcomes. 

Diagram 1 

• Continuation of Research Efforts 
o Develop ongoing research efforts that will identify and examine evidence 

based interventions that can be replicated within the system of care. 
o Develop and implement an ongoing program evaluation component that will 

evaluate the efficacy of the overall model as well as assess the effectiveness 
of interventions and approaches utilized by various providers. 

o Develop a system of data collection that will yield ongoing and updated data 
on child mental health in Orange County-this can be used for various 
purposes that include seeking legislative support and obtaining grants for 
additional child mental health services. 
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The Role of Ongoing Research & Program Evaluation Considerations 
An effective system of mental health services requires the integration of ongoing research 
and program evaluations. This component will ensure: 

• accountability and fidelity to model outcomes by all providers in the network, 

• evaluation, identification and translation of 'best practices' that can be utilized by 
other providers and, 

• generation of new mental health research information that can be shared with the 
local community and across the country. 

One of the major challenges for the Systems Design committee and for our community in 
general is the lack of a coordinated effort to provide an overview with statistical 
information on the mental health state of affairs in the county and throughout Florida. 
Research and program evaluation efforts will be most helpful in the following ways: 

• Providing needs assessment information on mental health services provided 
through the model proposed. 

• Providing a comprehensive overview on mental health in the county-this can then 
be used to advocate for increased services, legislative dollars and to obtain external 
funding grants to augment mental health services within the proposed model. 

• Provide a partnership between a local university and other Network partners to 
begin collaborative efforts to secure external grants for enhancing components of 
the model with the specific goal of soliciting grants that address specific age groups 

and problems. 

• Provide a venue for information that other providers may utilize to enhance other 
related services in the county. Orange County has the opportunity to distinguish 
itself as a county that provides a 'clearing house' of vital information on the mental 
health of children, adolescents and young adults. 

The integration of ongoing research and program evaluation initiatives within the 
proposed model has great potential to increase the collaborative partnerships within the 
county. Most importantly, these efforts will ensure the quality, fidelity and accountability of 
the essential program components inherent in the proposed model. As a community, we 
know we have good programs and services, however, we lack the objective, outcome 
driven and research grounded information to substantiate those mental health 
contributions. This component of the model will ensure that we are always assessing the 
outcomes in the model and making improvements where necessary to ensure that our 
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children, adolescents, young adults and families receive the most effective, outcome driven, 
evidence-based, accessible and appropriate services to address mental health problems. 

Managed Care; 
Health Insurers; 
Funding Sources; 

Philanthropy: 
State Government; 

County Government; 
City Government 

I County Mayor I 

H Authority 

' 
Systems Governing <E:(-----.,),...1 

State & County Agencies; 
Department of Children & 

Families; 
Departmental Directors; 

Public School System; Private 
Schools; University Health 
Centers; Daycare Centers; 

Legal System; 
Juvenile Justice System; 
Corrections; Domestic 

Violence Programs; Child 
Abuse Programs; 

Medical Practices; Mental 
Health Agencies; Emergency 

Departments; Social Agencies; 
Faith-Based Organizations, 

Home Visiting Services 

Board 

-1 Governance 

'II 

Implementation Team Leader 

t--1 Administration I 

II/ 

Access 
Portal 

Care Management Teams; 
Wraparound Orange 

H Management 

v 
Mental Health Agencies; 
Substance Dependence 

Resources; Social Agencies; 
Providers (Psychiatry; 

Psychology; Neuropsychology); 
Rehabilitation; Drug 

Dependence Community 
Resources; Institutions; 

Inpatient Facilities 

' 

I Referrals Jr--t"<~ 

' 

Neighborhood 
Service centers 

Children, Youth, Young Adults, and 
their Families in need of services 

andjorcare 

'I' 

Provision of 
Services 

Figure 1: 
Organizational 

Mayor's Youth Mental Health C~._ ___ c_o_n_s_tr_u_c_t __ ___J 

Page 22 of64 



Systems Design Committee Final Report 

Systems of Care 
Wraparound Sphere 

Agencies 

Providers 

Care 
Management 

Teams 

Wraparound 
Orange 

Figure 2: 
The Spheres of the Systems of Care 

Mayor's Youth Mental Health Commission 

Page 23 of64 

Services 

Community 
Resource and 

Provider Sphere 



Systems Design Committee Final Report 

ORANGE COUNTY SYSTEM OF CARE 
Supports for Families 
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Supports for Families 

Short Term Goals- Local Level (6 months to12 months): 

• Establish a Youth Mental Health Commission Management 
Network/Implementation Team comprised of policy /decision makers from Orange 
County Government dedicated staff, Department of Juvenile Justice, Department of 
Children and Families, Community Based Care of Central Florida, Central Florida 
Cares (Managing Entity), and Orange County Public Schools at a minimum to 
develop a Strategic Plan based on the recommendations from all of the Committees. 
It is expected that this team will meet on a monthly basis. (Immediate Goal) 

• Establish a centralized database and call in center for resources 
o Complete a service mapping to understand what is available in our 

community, what are the gaps, where are services located, what is being 
duplicated, etc. 

o Establish a call in center with designated staff that will be used as the point of 
entry for disseminating and coordinating referrals within the network, (211 
is a possibility). 

o Create the call in center as a brand (educated the community, referral 
sources, and leaders, determine navigation paths for families, establish a 
feedback system for referrals, track referrals and data, develop standard 
operating procedures and forms). 

o Develop and maintain a database. 
o Develop marketing materials and educate the community. 

• Create a successful county youth mental health Management Network with 
leadership from Orange County Government to develop and implement the System 
of Care model with components outlined in this report (Focus initially on behavioral 
health care navigation and a single point of entry with 24/7 availability). 

o Begin to develop a strategic plan for the mental health delivery system. 
o Develop specific outcomes for each developmental age group, common ones 

and family ones. 
o Enhance the mission and vision statements. 
o Enhance the logic model. 
o Begin conversations with managed care companies on their buy in and 

participation in a mental health service system. 
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o Begin to identify the Management Network, database provider, etc. 
o Begin to break down the special needs and services required by each 

developmental age: preschool, childhood, adolescence & young adulthood. 
o Consider developing a research, training and public relations component to 

begin to work on a new vision & collection of data from the beginning. 

• Implement a countywide system of feedback and complaint resolution for families 
and providers t~rough the Management Network. 

• Implement an information technology linkage to enhance evaluation activities and 
track outcomes at the clinical, program and cross-system levels. 

• Increase training for families, providers, school district personnel and community 
stakeholders, include Crisis Intervention Team- Youth training for Law 
Enforcement. 

• Provide ongoing, cross-system training and technical assistance to network 
providers regarding System of Care principles. 

• Increase trainings for families regarding the System of Care and the education 
system. 

Long Term Goals- Local Level (12 to 24 months and ongoing): 

• Diversify mental health and substance abuse services available to children, youth 
and young adults in our Community to include wraparound, peer support, evidence 
based family interventions, respite, mentoring (see Attachment G, crisis response, 
etc.). 

• Implement Community Action Teams (CAT) and Mobile Crisis Units to de-escalate 
crisis and reduce Baker Acts and arrests. 

• Expand Wraparound services for youth and young adults up to the age of 24. 

• Implement Family Support Models in the county to include Multi-Systemic Therapy 
or Functional Family Therapy. 

• Create an efficient and effective transition planning process to support children, 
youth and young adults. (From high school to college and college to community as 
an initial focus). 

• Establish a dedicated Children's Mental Health funding source. 
• Reduce stigma around mental health needs and increase awareness. 

• Develop a policy to ensure any reallocated dollars from detention, inpatient 
psychiatric hospitalizations and child welfare are reinvested in appropriate system 
of care services for families. 

Mayor's Youth Mental Health Commission 

Page 26 of64 



Systems Design Committee Final Report I 
• Expand services for 0-5 population (see below) 

• Expand services for 18-24 population (see below) 

Short Term Goals- State level (6 months to12 months): 
• Educate state level leaders and legislatures in System of Care and the components 

desired by Orange County. 

• Establish a strategic plan around financing. 

Long Term Goals State (12 to 24 months and ongoing): 
• Lobby for Medicaid expansion. 

• Work with private insurance companies to diversify the mental health and 
substance abuse services available in Orange County and support System of Care. 

Recommendations for Systems Design Committee re: 0-5 
The Systems Design Committee recognizes the special needs of prenatal to birth to 5 years 
based on research and data around Infant Mental Health. Since pregnancy effects are felt 
long term in a child, efforts should be made to educate the public. Initial focus should be on 
those in their child bearing years and include information on the importance of the 
pregnancy time period on the child's long term physical and psychological health into 
adulthood. When a family accesses any point in the social service system, they should be 
treated holistically and follow up should occur to ensure compliance and ensure they 
received the help needed. The following recommendations are established to enhance 
service delivery for this population: 

• Establish a parent hotline with trained professionals to get questions answered, 
referrals made and support/education. 

• Create community educations programs that inform the public of the following 
(Long term-within 12-18 months) 

o The importance of the pregnancy time period which impacts every 
developmental stage to lifelong physical and emotional health and 
productivity. 

o The importance of bonding and early literacy and stimulating your child in 
ways other than television and technology. 

o The importance of choosing a quality caregiver for their children and 
continuity of care. 
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• Create professional education programs that inform: 
o Ensure signs and symptoms of developmental delays and mental health 

issues are widely distributed to all those in direct contact with families to 
enable early identification/intervention. (Short term-within 6-12 months) 

o Ensure all those dealing directly with families are trained on mandatory 
reporting of suspected child abuse. (short term-within 1 yr) 

o The importance of involving fathers at all stages, when appropriate. When 
fathers are involved they are providing the necessary experiences to provide 
for solid brain architecture. (short term-within 6 months) 

• Training new parents 
o Establish a program to educate and support families who experience a 

preterm or low birth weight delivery, while still in the hospital, since the risk 
of developmental delays and autism is increased. (short term-within 6-12 
months) 

o Ensure pregnant women and their partner and new parents are educated at 
each OB or pediatric visit on the value ofbreastfeeding, early feeding and 
nutrition to maximize brain development. (short term-within 6-12 months) 

• Providing parent support services 
o Ensure services are available to pregnant and postnatal women for baby 

blues/depression, since about 20% will have that experience. (Long term
within 12-18 months) 

o Offer parenting classes/support groups for parents at all stages of childhood 
that are widely accessible and affordable. (long term-within 2 yrs) 

o Implement a Nurse Family Partnership program in Orange County, an 
evidenced based program for at-risk families. (long term-within 18 months 
to 2 yrs.) 

o Implement the practice of all new families receiving at least one home visit 
postnatally within six months to offer reassurance, ensure all is proceeding 
normally and offer reassurance. (Long term-within 18 months-2 
yrs.jongoing) 

o Utilize family liaisons to follow up with parents entering any point of the 
system. (Long term -within 18 months and ongoing) 

o All programs offering assistance to families in our community, including but 
not limited to Healthy Start, Healthy Families, Early Head Start, 4C, Head 
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Start, Early Steps, the Developmental Center, UCP, and the Early Learning 
Coalition's Baby Institute should be ensured adequate capacity to meet the 
needs in our community. (Long term/ongoing) 

o Building on the success of the Orlando Magic Youth Fund (OMYF) Infant 
Toddler Child Development Associate (CDA initiative), increase the capacity 
of early learning training partners to deliver high quality CDA programs. 
These programs increase the knowledge of practitioners to recognize the 
early warning indicators associated with infant/toddler mental health. 

o Provide incentives for early learning sites to fully implement a pre/post 
assessment that incorporates infant/toddler mental health indicators. 

o Increase the capacity of early assessment and intervention through increased 
staff for the Early Learning Coalition of Orange County (ELCOC), Early Steps 
and OCPS Early Intervention. 

o Building off of the Michigan Child Care Expulsion Prevention Program 
(findings presented in the Gulliam report), provide access to mental 
health/behavioral consultants/specialists to work with early learning sites 
(both centers and homes) to support intervention plans. 

• Develop trauma protocols for the 0-5 population based on an increase in referrals 
for children ages 1-3. (per Kinder Konsulting) 

Recommendations for Systems Design Committee re: Expand Services for 18-24 
population 
An overview of the types of services available to this population and the difficulties with 
understanding payer sources, see Attachment E. 

• Expand Family Therapy specialty training with a focus on working with families 
with teens. 

• Improve Individual therapy models with a focus on working with teens and young 
adults. 

• Provide easier access to psychiatric care (especially outpatient care) ensuring that 
young adults without coverage can receive needed services. 

• Provide specialized training for service providers in working with this age group. 

• Provide Domestic Violence training that is specific to this age group. 

• Promote/require youth involvement in deciding the best setting for and type of 
services to address challenges. 
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• Provide case management and wraparound services to youth/young adults in 
transition stages. (High school to college, college to community, etc.) 

• Recommendations for UCF students involved with UCF Cares 
o Better coordination/communication of services between departments (adopt 

no wrong door philosophy). 
o Use of a Management Information System to manage/coordinate student 

data. 
o Utilize case management on campus via CAPS program. 
o Abolish "session" limits of 12 sessions per year (offset costs by using by 

billing insurance). 
o Offer crisis services and use peer support via a student run volunteer 

program. 
o Provide 24/7 online and hotline suicide services with peer support using 

IMAlive or creating a volunteer student network. 

OTHER CONSIDERATIONS 

Children, Adolescents & Young Adults with Disabilities 
When considering the 'total' person, other types of challenges that often accompany mental 
health problems must be considered. Other types of disabilities experienced by children, 
adolescents and young adults in Central Florida can include physical, developmental, 
cognitive or mental challenges that can affect normal functioning and stress out family 
systems. Children with these types of limitations require a service approach that is even 
more comprehensive, interdisciplinary and well-coordinated since the family now has to 
manage more than one debilitating condition. Health and mental health providers have the 
opportunity as well as the challenge of helping parents and family systems cope with and 
appropriately address all of the conditions that the children, adolescents and young adults 
face, while also paying attention to the special services that the overloaded family system 
may experience. Case management in these situations will be essential to a good system of 
mental health services since these multidimensional problems will require a multi
systemic approach, utilization of community resources and the expertise of various 
providers. 

Dual System/Cross-over Children, Adolescents & Young Adults 
Many children, adolescents and young adults receive services simultaneously or at 
different points from various systems that may include the child welfare system, juvenile 
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justice and criminal court. These individuals often present with substance abuse problems 
as well as criminal behaviors. There is not sufficient coordination between the agencies to 
comprehensively address the problems faced by this population and their 
families and often when one system is not able to provide adequately for the individual, the 
other system is engaged. The committee recognizes the need for increased coordination 
between agency providers and the importance of integrating a collaborative partnership 
between the agencies that provide services to children, adolescents and young adults in 
Orange County. 

In Circuit Nine, there is a sustained effort to develop a systems approach and promote the 
local level coordination of services for youth that have crossed over into multiple agencies. 
There is an operationalized interagency agreement between The Department of Children 
and Families (DCF), The Department of Juvenile Justice (DJJ), Agency for Persons with 
Disabilities (APD), Agency for Health Care Administration (AHCA), Department of Health
Children's Medical Services (DOH-CMS) and Community-Based Care of Central Florida 
(CBCCFL). This level of coordination of services is referred to as Local Review Team (LRT). 
The LRT provides an opportunity for enhanced system coordination and opportunities for 
family and youth voice. 

,~ Additional Attachments 
The Systems Design Committee has attached additional information that may be used as a 
guide for future strategic planning of a Management Network andjor Implementation 
Team. The Surgeon General's report, Attachment D, provides a wealth of information on 
the types of goals and strategies that should be used in a system redesign. Attachment E
payer sources for the youth population of ages 14-24 provides an overview of the current 
funding structure for this group as foundational information. Currently there are 
numerous "Neighborhood Centers for Families" in operation across Orange County that has 
the potential for service expansion to meet the recommendation of neighborhood service 
hubs. Attachment G provided by Youth Advocate Programs demonstrates the value of 
utilizing Youth Mentoring in the Children's Mental Health arena. 

Conclusion 
Throughout this report the Systems Design Committee has identified the importance of a 
the development and implementation of a well-integrated Children's Mental Health service 
delivery system based on a System of Care philosophy. The Committee believes Orange 
County has the resources, initiative and experience to impact our system for the 
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betterment of children, youth, young adults and families in Orange County. It is highly 
recommended that implementation of this plan under the leadership of Orange County 
Government occur swiftly and committee members believe the community is willing and 
able to carry-out the objectives necessary for success. 
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Attachment A 
A FAMILY'S JOURNEY IN ACCESSING SERVICES 

Family A: 
Parents of a 6 year old male (1st grade) diagnosed with a Mood Dysregulation Disorder and 
ADHD. 

• There were too many tunnels to travel to get help. No light at the end of any 
tunnels. 

• No one giving family guidance. Just "boys will be boys". 

• No one is listening. 

• Feelings of isolation. 

• When connected with a community provider it took 2-1/2 months for an 
appointment with a child psychiatrist. 

• Family like child psychiatrist, however, the office is one hour (one-way). 

• Family had to seek another child psychiatrist in the area and opted for an 
outpatient hospital setting to receive services. 

• Family is frustrated with providers that do not talk to one another. 

• Family is frustrated because school district does not seem to grasp how to serve 
children with mental illness. 

• Family feels it should be a team effort with providers involved with the child. 

• Family aggravated that community providers are not responsive to phone calls. 

• Family is tired of leaving voice messages and not speaking to a "real" person. 

• Family feels something needs to change now rather than later. 

• Lack of services is pushing families over the edge. 

FamilyB: 
Parents of an 8 year old male (2nd grade) diagnosed with ADHD, Manic Depression and 

Mood Disorder. 
• Family had to figure things out for themselves. 

• No one volunteered any information. 
• Orange County's Emotional/Behavioral Disabilities (EBD) schools are not 

appropriately staffed. 
• Inadequate services for children in the EBD schools. 

• Child was arrested from EBD school four (4) times in a school year. Child's Baker 
Acts were from EBD school not home. 
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• Unfortunate that the child had to go through Juvenile Justice in order to receive 
services. 

• Family had to find resources to provide therapy f counseling for children. 

• There is a shortage of male psychosocial rehabilitation specialists in Orange County. 

• Community providers have long waiting lists. 

• Family had to learn to navigate through a dysfunctional and frustrating system. 
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Attachment 8 
SYSTEM OF CARE GUIDING PRINCIPLES 

Systems of care are designed to: 
• Ensure availability of and access to a broad, flexible array of effective, evidence

informed, community-based services and supports for children and their families 
that addresses their physical, emotional, social, and educational needs, including 
traditional and nontraditional services as well as informal and natural supports. 

• Provide individualized services in accordance with the unique potential, strengths, 
and needs of each child and family, guided by an individualized, "wraparound" 
service planning process and an individualized service plan developed in true 
partnership with the child and family. 

• Deliver services and supports within the least restrictive, most normative 
environments that are clinically appropriate. 

• Ensure that families, other caregivers, and youth are full partners in all aspects of 
the planning and delivery of their own services and in the policies and procedures 
that govern care for all children and youth in their community, state, territory, tribe, 
and nation. 

• Ensure cross-system collaboration, with linkages among child-serving systems and 
mechanisms for system-level management, coordination, and integrated 
management of service delivery and costs. 

• Provide care management or similar mechanisms to ensure that multiple services 
are delivered in a coordinated and therapeutic manner and that children and their 
families can move through the system of services in accordance with their changing 
needs. 

• Provide developmentally appropriate mental health services and supports that 
promote optimal social-emotional outcomes for young children and their families in 
their homes and community settings. 

• Provide developmentally appropriate services and supports to facilitate the 
transition of youth to adulthood and to the adult service system as needed. 

• Incorporate or link with mental health promotion, prevention, and early 
identification and intervention to improve long-term outcomes, including 
mechanisms to identify problems at an earlier stage and mental health promotion 
and prevention activities directed at all children and adolescents. 
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• Incorporate continuous accountability mechanisms to track, monitor, and manage 
the achievement of system of care goals; fidelity to the system of care philosophy; 
and quality, effectiveness, and outcomes at the system level, practice level, and child 
and family level. 

• Protect the rights of children and families and promote effective advocacy efforts. 

• Provide services and supports without regard to race, religion, national origin, 
gender, gender expression, sexual orientation, physical disability, socio-economic 
status, geography, language, immigration status, or other characteristics, and 
services should be sensitive and responsive to these differences. 
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Attachment C 
Family Support Model 

Providing services across the lifespan of children from prenatal stage of development 
through early adulthood (24 years of age). This approach recognizes that individuals from 
preschool through young adulthood have unique needs determined by their stage of 
development. 

Strengthening the family system that is in a reciprocal relationship with that young child, 
adolescent or young adult. It is important to note that from a family system's theory, when 
a child is experiencing difficulties in the family, that child's challenges affect the other 
members of the family and the overall system. Similarly, when the family is struggling with 
a problem, that system's problem, be it parental mental illness, alcoholism, unemployment, 
health problems, divorce, or financial challenges affects the child, adolescent or young adult 
who is dependent on that system. 

Strengths perspective & empowerment are two essential features of a model that is 
focused on helping families and individuals to assume an active role in their own mental 
health treatment. Too often we approach mental health from a pathological, medically 
driven model that does not always recognize the positive strengths and support systems 
inherent in individuals and families. For children, adolescents and young adults it is 
important that we identify not only the 'risk' factors but that we also pay attention to and 
utilize the 'protective' factors in their lives. Those protective factors come in many forms 
such as helpful teachers, clergy in the community, recreational programs, etc. and should 
be taken into account as we empower our children, adolescents and adults to seek out 
support systems that may already be available to them. 

lntergration of Service-The Bio-Psychosocial Approach implies that we are addressing 
the 'whole' individual when providing mental health services. The proposed model will 
take into account a network of providers that will make contributions to the individual's 
mental health, health, family functioning, school and community spheres of functioning 
(Leon & Armantrout, 2007). 

Collaborative partnerships are important to address all aspects of the individual's 
problem. Because human beings are complex individuals who live within various 
contextual backgrounds, it is essential that a network of providers work together to 
address the mental health and other related challenges. 
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Neighborhood Based and Family-Friendly Services ensure that services are accessible 
to children, adolescents, young adults and their families in environments that are 
accessible and familiar. Part of developing strong children, adolescents and young adults is 
the need to also develop and work with their existing communities. It is important to have 
services that are available to parents and their children at hours that make sense and are 
more appropriate for those parents-especially working parents. Good customer service is 
another important feature of this model. There is nothing more disconcerting for a parent 
who is already distraught to face a non-friendly provider who cannot demonstrate caring 
and compassion at a time of great need. 

Fiscal support is a vital feature of any successful model. Efforts must be made to identify 
permanent, ongoing streams of funding that will sustain the model's efforts. Having good 
outcome measures and program evaluation activities to show the model's contributions 
will be important ways to advocate for continued and new funding avenues. 

Identification of formal & informal community based resources & a:ood case 
management services will ensure that all resources are identified and are coordinated in 
the most effective manner to provide services to those struggling with a mental illness. 
Some of our communities already have some good informal and formal resources, while 

·~ others lack both. It is important within the proposed model to assess our community needs 
and to fill the resource gaps by providing services through the network recommended. 
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Attachment D 
Sura:eon General's Report 

Goal1: Promote public awareness of children's mental health issues and reduce 
stigma associated with mental illness 

• Promote social, emotional, and behavioral well-being as an integral part of a child's 
healthy development. 

• Develop and/or disseminate existing guidelines on how to enhance child 
development, including mental health. Different sets of guidelines will need to be 
created for the general public, families, parents and caregivers, and professional 
groups. 

• Identify early indicators for mental health problems. 
• Integrate mental health consultations as part of children's overall general 

health care and advise health care providers regarding the importance of assessing 
mental health needs. 

• Develop a national capacity to provide adequate preventive mental health services. 
• Conduct a public education campaign to address the stigma associated with mental 

health disorders. This could be accomplished through partnerships with the media, 
youth, public health systems, communities, health professionals, and advocacy 
groups. 

Goal2: Continue to develop, disseminate, and implement scientifically-proven 
prevention and treatment services in the field of children's mental health 

• Support basic research on child development, and use current knowledge about 
neurological, cognitive, social, and psychological development to design better 
screening, assessment, and treatment tools and develop prevention programs. 

• Support research on familial, cultural, and ecological contexts to identify 
opportunities for promoting mental health in children and providing effective 
prevention, treatment, and services. 

• Support research in developmental psychopathology to help clarify diagnoses and 
provide methodology that is sensitive, specific, and that can be used in designing 
and interpreting pharmacological and other clinical trials. 

• Support research in basic and clinical neuroscience to provide better information 
and understanding of pharmacogenetics and ontogeny of drug effects on the 
developing brain in the short term, as well as the long-term consequences of 
pharmacological intervention associated with both acute and chronic exposure. 
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Support research on legalfethical and confidentiality issues associated with the 
treatment of children and families. 

Support research to develop and test innovative behavioral, pharmacological, and 
multimodal interventions. 
Increase research on proven treatments, practices, and services developed in the 
laboratory to assess their effectiveness in real-world settings. 
Study the nature and effectiveness of clinical practices in real-world settings. 
Assess the short and long-term outcomes of prevention and treatment efforts, 

including the effect of early intervention on the prognosis and course of mental 
illness. 

• Promote research on factors that facilitate or impede the implementation and 
dissemination of scientifically-proven interventions. 

• Support research evaluating the process and impact of promising policies and 
programs, including cost-effectiveness research (e.g., EPSDT, IDEA, Head Start, 
SCHIP [see Appendix 8]). 

• Evaluate the impact of organization and financing of services on access, the use of 
scientifically-proven prevention and treatment services, and outcomes for children 
and families. 

• Develop and evaluate model programs that can be disseminated and sustained in 
the community. 

• Build private and public partnerships to facilitate the dissemination and cross
fertilization of knowledge. 

• Create a forum for promoting direct communication among researchers, providers, 
youth and families to bridge the gap between research and practice. 

• Create a standing workgroup for the purpose of identifying research opportunities, 
discussing potential approaches, monitoring progress in the area of 
psychopharmacology for young children, and addressing ethical issues regarding 
research with children. This group should include representatives of all interested 
parties, such as researchers, practitioners, youth and families, industry, and federal 
regulatory, research, and services agencies. 

• Create an oversight system to identify and approve scientifically-based prevention 
and treatment interventions, promote their use, and monitor their implementation. 
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Goal 3: Improve the assessment of and recognition of mental health needs in 
children 

• Encourage early identification of mental health needs in existing preschool, 
childcare, education, health, welfare, juvenile justice, and substance abuse treatment 
systems. 

• Create tangible tools for practitioners in these systems to help them assess 
children's social and emotional needs, discuss mental health issues with parents or 
caregivers and children, and make appropriate referrals for further assessments or 
interventions. 

• Train all primary health care providers and educational personnel in ways to 
enhance child mental health and recognize early indicators of mental health 
problems in children with special healthcare needs, children of fragmented families, 
and children of parents with mental health and/ or substance abuse disorders. 

• Promote cost-effective, proactive systems of behavior support at the school level. 
These systems of behavior support should emphasize universal, primary prevention 
methods that recognize the unique differences of all children and youth, but should 
include selective individual student supports for those who have more intense and 
long-term needs. 

• Increase provider understanding of children's mental healthcare needs and provide 
training to address the various mental health issues among children with special 
healthcare needs and their families. 

• Increase the understanding of practitioners, policymakers, and the public of the role 
that untreated mental health problems play in placing children and youth at risk for 
entering the juvenile justice system. 

Goal4: Eliminate racialjethnic and socioeconomic disparities in access to mental 
healthcare services 

• Increase accessible, culturally competent, scientifically-proven services that are 
sensitive to youth and family strengths and needs. 

• Increase efforts to recruit and train minority providers who represent the racial, 
ethnic, and cultural diversity of the country. 

• Co-locate mental health services with other key systems (e.g., education, primary 
care, welfare, juvenile justice, substance abuse treatment) to improve access, 
especially in remote or rural communities. 

• Strengthen the resource capacity of schools to serve as a key link to a 
comprehensive, seamless system of school- and community-based identification, 
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assessment and treatment services to meet the needs of youth and their families 
where they are. 

• Encourage the development and integration of alternative, testable approaches to 
mental health care that engage families in prevention and intervention strategies 
(e.g., pastoral counseling). 

• Develop policies for uninsured children across diverse populations and geographic 
areas to address the problem of disparities in mental health access. 

• Develop and support mental health programs designed to divert youth with mental 
health problems from the juvenile justice system. 

• Increase research on diagnosis, prevention, treatment, and service delivery issues to 
address disparities in access to mental healthcare services, especially among 
different racial, ethnic, gender, sexual orientation, and socioeconomic groups. 

Goal 5: Improve the infrastructure for children's mental health services, including 
support for scientifically-proven interventions across professions 

• Encourage the health system to respond to mental health prevention and treatment 
service needs through universal, comprehensive, and continuous health coverage. 

• Review both the incentives and disincentives for healthcare providers to assess 
children's mental health needs, including preventive interventions, screening, and 
referral. 

• Provide the infrastructure for cost-effective, cross-system collaboration and 
integrated care, including support to healthcare providers for identification, 
treatment coordination, and/or referral to specialty services; and the development 
of integrated community networks to increase appropriate referral opportunities. 

• Provide incentives for scientifically-proven and cost-effective prevention and 
treatment interventions that are organized to support families, and that consider 
children and their caregivers as a basic unit (e.g., family therapy, home-based 
treatment, intensive case management). 

• Create incentives and support for agencies, programs and individual practitioners to 
develop and utilize science-based strategies and interventions in community 
settings. 

• Determine which policies and programs for children are most cost-effective and 
improve access to quality care, especially among the uninsured. 
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Goal 6: Increase access to and coordination of quality mental healthcare services 
• Develop a common language to describe children's mental health, emphasizing 

adaptive functioning and taking into account ecological, cultural, and familial 

context. A common language is important to facilitate service delivery across 

systems. 

• Develop a universal measurement system across all major service sectors that is 

age-appropriate, culturally-competent, and gender sensitive to (i) identify children, 

including those with special health care needs, who may need mental health 

services; (ii) track child progress during treatment; and (iii) measure treatment 

outcomes for individual patients. 

• Modify definitions and evaluation procedures used by education systems to identify 

and serve children and youth who have mental health needs. These definitions and 

procedures should facilitate access to, not exclusion from, essential services. 

• Provide access to services in places where youth and families congregate (e.g., 

schools, recreation centers, churches, and others). 

• Support the development of coordinated responses by emergency medical 

providers (e.g., paramedics, emergency room personnel) and community mental 

health service providers to expedite appropriate treatment and/or referral for 

children presenting with emergency and traumatic episodes in hospital emergency 

rooms. 

• Address issues of confidentiality in ways that respect a family's right to privacy, but 

encourage the coordination and collaboration among providers in different systems. 

• Encourage family organizations to help family members access information on 

enhancing children's mental health and the availability of effective treatments for 

mental illness so that they can make fully-informed decisions about interventions 

offered. 

• Include youth in treatment planning by offering them direct information, in 
developmentally appropriate ways, about treatment options. As much as possible, 

allow youth to make decisions and choices about preferred intervention strategies. 

• Use family advocates, such as family members with prior experience, to assist 
families in interacting effectively with complicated service systems such as 

healthcare, education, juvenile justice, child welfare, and substance abuse treatment. 

• Provide a mechanism for input from youth and families in setting a national mental 

health agenda and in assessing policies and programs to promote mental health 

services delivery. 
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Goal 7: Train frontline providers to recognize and manage mental healthcare issues, 
and educate mental health providers about scientifically-proven prevention and 
treatment services 

• Engage professional organizations in educating new frontline providers in various 
systems (e.g., teachers, physicians, nurses, hospital emergency personnel, daycare 
providers, probation officers, and other child health care providers) in child 
development; equip them with skills to address and enhance children's mental 
health; and train them to recognize early symptoms of emotional or behavioral 
problems for proactive intervention. Such training must focus on developmental 
and cultural differences in cognitive, social, emotional, and behavioral functioning, 
and understanding these issues in familial and ecological context. 

• Facilitate training of new providers by building knowledge of child development 
into the existing curricula of professional programs and encouraging on-going 
training opportunities across disciplines to facilitate the development of effective 
partnerships. 

• Develop and evaluate multidisciplinary programs for health care professionals that 
focus on child and family mental health. 

• Create training support for professionals, paraprofessionals, and family advocates to 
keep abreast of new developments in the field of children's mental health. 

• Address the shortage of well-trained child mental health specialists, particularly 
minority individuals, by encouraging active recruitment and the provision of 
incentive programs by professional organizations, federal programs, and federal 
legislation, and consider the development of training programs for mid-level 
providers in mental health to address inadequate capacity. 

• Encourage professional boards for mental health specialists (e.g., psychiatry, 
psychology, social work, and nursing) to require training in: evidence-based 
prevention and treatment interventions; outcome-based quality assurance; 
competency-based assessment and diagnostic skills; principles of culturally
competent care; and engaging youth and families as partners in assessment, 
intervention, and outcome monitoring. 

• Provide mechanisms to monitor and evaluate efforts to train new professionals, 
retrain existing professionals, and examine the effectiveness of these training 

efforts. 

Mayor's Youth Mental Health Commission 

Page 49 of64 



Systems Design Committee Final Report 

Goal 8: Monitor the access to and coordination of quality mental healthcare services 
• Establish formal partnerships among federal research, regulatory, and service 

agencies, professional associations and families and caregivers to facilitate the 
transfer of knowledge among research, practice, and policy related to children's 
mental health. 

• . Encourage behavioral healthcare industry and service agencies to develop and use 
broad-based outcome and process measures to ensure accountability. These 
measures should be relevant and meaningful, such as symptom severity, adaptive 
functioning, family satisfaction, and societal/economic costs and benefits in terms of 
involvement in systems such as special education, welfare, and juvenile justice. 

• Develop national quality improvement protocols that emphasize the use of 
scientifically-proven practices and evaluate the effectiveness of service systems. 

• Encourage providers to inform consumers about evidence for and against the 
effectiveness of proposed treatments and services. 

• Make available information on effective prevention and treatment interventions 
through federal partners, professional organizations, family organizations, and 
private foundations. In addition, provide information that will allow practitioners to 
evaluate the worth of promising interventions. 

• Encourage industry and service agencies to develop a variety of mechanisms for 
consumers to communicate their experiences and concerns to funding agencies and 
purchasers of healthcare plans (i.e., federal, state and local governments and private 

employers). 
• Monitor efforts to coordinate services and reduce mental health access disparities 

through public health surveillance and evaluation research. 

The Surgeon General's National Action Agenda on Children's Mental Health. 
Olin SCHoagwood K,. Curr Psychiatry Rep. 2002 Apr; 4(2):101-7. 
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Attachment E 
Payer sources and services for the 14-24 population 

The 14-24 year old population is incredibly influenced by peers, social media and popular 
culture, therefore are very concerned about stigma of mental health services. Often, they 
want service that is quick and convenient. Many are navigating through significant life 
changes/happening often for the first time (high-school graduation, college, end of first 
loves, independence, sex, gender roles and stereotypes, sexual orientation, suicidal 
thoughts or ideation of self or friends, drug use by self or friends, driving, living with a 
roommate, transition from parent/child role with parents to a less dependent roll, first 
jobs, workplace politics and etiquette, first experience with their own money and often 
times their first bill/expenses). 

As with the mental health system as a whole, there are multiple services in place for the 14-
24 year old population. The actual services available most often are dependent upon the 
ability to obtain coverage (private insurance, Medicaid, Tricare, SAMH). For those 
individuals with a method of payment, the actual services vary greatly based on the type 
insurance plan in place for the individual in need. For some, private pay is also an option. 

For those with Medicaid, there is more parity in coverage with medical services than those 
in the private pay system. Although there are multiple different payers through Medicaid 
(reducing to 7 for Orange County in August, 2014) all with different pre-authorization 
requirements, the basic coverage is similar across the entire system based on the 
Community Mental Health Handbook. The spectrum of services include outpatient therapy, 
psychiatric services and inpatient treatment. The managed care payers that are a part of 
the Medicaid network are able to authorize services based on medical necessity, but are 
limited to the types of services covered by the Medicaid handbook and their annual limits. 
O"utside of the Community Mental Health Handbook, Medicaid services are available that 
include Statewide Inpatient Psychiatric Program (SIPP), Targeted Case Management 
(TCM), Comprehensive Behavioral Health Assessment (CBHA), and Specialized Therapeutic 
Foster Care (STFC). These services are more restrictive on their ability to be accessed from 
a referral/eligibility perspective. Other than individuals on SSI and those that have aged 
out of foster care, Medicaid coverage ends at 21 years of age. 
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The DCF Substance Abuse Mental Health office dollars are now managed through the 
Managing Entity (CARES). This is the "safety net program." Mental Health services are 
covered (Outpatient and Acute Care/Inpatient) for those that are uninsured (sliding fee 
scale). At this point in time, CARES has not been afforded the flexibility from DCF to design 
and/or contract for local, collaborative, innovative and individual centered services. 
Private insurance carriers have very different covered services based on the individual 
plans. Although parity passed at the Federal level, for the most part the level and scope of 
services, as well as the length of time service provision is allowed is much more restricted 
than Medicaid. This is particularly true of inpatient mental health services. 

Tricare is available for individuals of military families. The mental health services that are 
available are middle of the road between Medicaid and private pay but include telehealth, 
which increases access to care. 

For older children and young adults still in Orange County Public Schools, there are mental 
health services available. SED NET 7 A coordinates the provision of school-based mental 
health services to Orange County Public Schools. OCPS has Cooperative Agreements with 
lllocal community agencies that provide a variety of services to students who are in need 
of emotional or behavioral support. 

Services are typically funded through Medicaid, Family Services Planning Team (FSPT), 
private insurance, or by other funding streams available to the agencies. The model for 
service delivery is for the agency staff to provide services both at school and at home to the 
child. Services provided at school will take place during non-core academic time. Services 
offered include counseling, case management, and mentoring. 

For this population that is involved in the child welfare system, there is a coordinated 
approach to mental health services. Collaborative efforts are made with the Medicaid 
Specialty plan for foster care/former foster care youth and young adults (covered through 
age 26). The local Lead Agency, Community Based Care of Central Florida (CBCCFL) has 
systems in place to coordinate services with area providers. They also have some 
supplemental funds (100/800 dollars) that can enhance services not covered by Medicaid 
for mental health diagnosed clients. While services are more available in this system, they 
can still be disjointed due to the multiple players (Guardian ad Litems, Department of 
Children and Families, courts, foster parents, relatives, group Homes, and Targeted Case 
Managers) as well as restrictions by Medicaid as it relates to allowable services. 
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Older children and young adults can often have involvement in multiple systems beyond 
mental health which can include Agency for Persons with Disabilities (APD), Department of 
Juvenile Justice (DJJ), and the adult criminal system. It is also common to have co-occurring 
issues such as substance abuse, domestic violence involvement, andjor medical conditions. 
This can further complicate service delivery and availability (for example, if an individual is 
in DJJ, Medicaid services cannot be provided that is needed for mental health treatment). 
For those involved in multiple systems, there is often a delay in obtaining services while it 
is decided who is the primary "owner" of the client (payer of services). Orange County 
does have the Mental Health Court that helps to divert individuals from the court system 
that are in need of mental health services. 

Dependent on the provider, there are a variety of evidence based care models in place as 
well as trauma informed care services. There is an increased level of attention in these 
areas as funders are beginning to require such practices and the movement is towards 
paying for outcomes versus a fee-based system. 

For the young adults at the end of this age group, accessing services is often extremely 
difficult. Once they are over 21, and on their own they often find themselves without any 
insurance coverage. It is normal for these individuals to be in school, 
unemployed/underemployed and not able to afford or become eligible for coverage. 
Mental Health resources, particularly on the lower end of the service spectrum 
(outpatient) are not available. Once an individual reaches the stage of more severe needs 
(baker act, inpatient care) there can be more access to care through CARES and emergency 
room services. The Affordable Care Act may help some of this population obtain coverage 
as it rolls out, however its affordability may still be a factor. 

While all of these services are available in some form, it is important to note that there is a 
shortage of psychiatrists in Florida. Many general practitioners are diagnosing mental 
health disorders and are prescribing medication to treat. The amount of licensed 
therapists having training in trauma informed care andjor evidence based practices is not 
to the level of need in Orange County (nor is it catalogued for individuals needing services 
to know how to access). There are also limited numbers of bilingual practitioners for our 
culturally diverse community. Additionally, services are not equally available in all areas of 
the County. 
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There is a very strong foundation in place. Access to these services is one of the main 
factors identified by the Systems Design Committee. Telehealth addresses this issue in 
many ways. The availability of doctors and clinicians expands greatly, as well as access to 
bilingual practitioners. It reduces access issues due to transportation, child care, etc. It also 
addresses the lack of services located in different geographic areas throughout Orange 
County. While not a "fix all" solution, it reduces the gaps significantly. Currently, 

Telehealth is not a covered service in Florida with the exception of a few Medicaid plans 
and private pay. Legislation is before Committees in Tallahassee to address, and it looks 
hopeful a resolution will come in this session. This will apply to Medicaid as well as private 
insurance. 

The covered services in all plans need to be enhanced to include more family /individual
centered codes. The ability to be flexible and develop a treatment plan that truly identifies 
the needs of the individual from all aspects (and not based on what is a "reimbursable" 
service) is critical in the system redesign. The new Medicaid plans that will be in place by 
August, 2014 appear to have been given some of this flexibility. This will ease the ability to 
implement evidence based practices as they were intended. The movement is to also be 
paid for outcomes. The County may be able to negotiate a pilot with this in mind. This may 
ultimately lead to change in the Medicaid Handbook. 

The Managing Entity (CARES) needs to be given the flexibility similar to that of the Child 
Welfare Lead Agency. Each community has different needs to design services and systems 
that enhance the mental health outcomes locally. To enhance services to older children and 
young adult services, the following is suggested: family therapy, with special training 
around working with families with teens; individual therapy with focus on working with 
teens and young adults; Easier access to psychiatric care (especially outpatient); Additional 
psycho-education; specialized training for service providers in working with this age 
group; domestic violence training that is specific to this age group; and more youth 
involvement in deciding the best setting for and type of services to address challenges. 

We are missing a multisystemic approach. It is understood that there is a treatment 
modality called "mutisystemic therapy" that deals with specific youth in this age group 
with DIJ involvement. What is missing is the bigger step of comprehensively including all 
funding systems in Orange County that touch this population and their families. 
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This includes County Government, the Agency for Healthcare Administration, The Florida 
Department of Children and Families, the Agency for Persons with Disabilities, the 
Managing Entity Central Florida Cares, Community Based Care of Central Florida, the 
Florida Department of Juvenile Justice, the Orange County Sheriff, Orange County Public 
School System, Private Insurance, and Grant giving bodies at a minimum. With a fully 
collaborative approach, treatment can be designed with the older child/young adult at the 
center of the discussion to wrap them and their family with the age appropriate, evidence 
based, outcome driven services. These services need to be provided by individuals with 
appropriate training and specialties as described above. 
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Attachment F 
Neighborhood Center Locations 

Note: Lunch for seniors is not served at all ofthe Neighborhood Centers for Families 
locations. At this time, senior lunch is only served at the Apopka/Zellwood and Taft 
Neighborhood Centers for Families locations. 
Please contact the Neighborhood Center for Families that is near you to inquire about 
service that may be offered at that location. The following Neighborhood Centers for 

Families are available to residents in 13 communities throughout Orange County: 

• Apopka/Zellwood 
6565 Willow Street 
Zellwood, Florida 32798 
( 407)254-9430 

• Bithlo/Christmas 
18510 Madison Avenue 

Orlando, Florida 32820 

( 407) 254-9400 

• Eatonville 
323 East Kennedy Blvd., SuiteD 

Eatonville, Florida 32751 
( 407) 629-5655 
(Co-located at the Excellence without 

Cause Community Computer Lab) 

• Englewood 
6000 Stonewall Jackson Road 
Orlando, Florida 32807 
(407) 736-1040 
(Located between the Englewood 
Elementary and Jackson Middle Schools) 

• Ivey Lane 
5151 Raleigh Street 
Orlando, Florida 32811 
( 407) 254-9490 Ext. 1 

• Lake Weston 
5500 Milan Drive 
Orlando, Florida 32810 

(407) 522-2165 

• OakRidge 
150 Amidon Lane 

Orlando, Florida 32809 
(407) 850-5101 
(Co-located at Walker Middle School) 

• Pine Hills 
2000 Beecher Street 
Orlando, Florida 32808 
( 407) 294-3519 
(Co-located at Mollie Ray Elementary 
School) 
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• Taft 
9500 South Orange Avenue 

Orlando, Florida 32824 
( 407) 850-9700 
(Co-located near Orange County Head 

Start) 

• Tangelo Park 
5115 Anzio Street 

Orlando, Florida 32819 
(407) 226-1714 
(Co-located at Tangelo Park 
Elementary School) 

• Union Park 
9839 East Colonial Drive 
Orlando, Florida 32817 
(407) 207-1684 

• West Orange 
303 W. Crown Point Road 
Winter Garden, Florida 34 787 
(407) 905-5100 

• Winter Park 
901 West Webster Avenue 

Winter Park, Florida 32789 
( 407) 622-2911 
(Co-located at Winter Park 
Vo-Tech) 
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Attachment G 
Mentoring- An Essential Source for Promoting Positive Youth Development 

It is without a doubt that parents desire to have children that will grow up healthy, happy, 
and productive. They aspire to have their children possess the skills that will contribute to 
their own well-being and, as well as the well-being of their families, and communities. 
According to Theokas & Lerner (2006) substantial interaction with caring, capable, and 
committed adults who are invested in the lives of young people are the most important 
developmental asset associated with "Positive Youth Development" because the 
relationship can decrease low level problems and risky behaviors such as substance use or 
bullying, (Theokas & Lerner, 2006; Larson, 2006). This aligns with the central goal of a 
system of care which serves youth more effectively in their communities allowing them to 
maintain their relationships with families, schools, and neighbors. Community-based 
treatment and supports should available and provided to the child/youth and family in the 
home to enable the youth to stay at home. These include an array of individualized services, 
such as respite, mobile crisis services, crisis shelter care, intensive home-based services, 
skill building, and men to ring. It is important for children/youth and families to have access 
to a broad array of these home and community-based supports. 

The Positive Youth Development (PYD) perspective integrates two key ideas. First, the 
belief that all young people possess strengths and second that youth development is 
promoted when youth strengths are aligned with the strengths, or developmental assets 
for healthy development present in their ecologies (Benson, Scales, Hamilton, & Sesma, 
2006). The facets ofthe ecology of youth can be identified in any setting and constitute as 
key developmental assets promoting PYD. These include: 

• The individuals in young people's lives (parents, teachers, coaches, and mentors); 
• The institutions present in their community (after-school activities, libraries, or 
parks); 
• Opportunities for youth and adults to work together in valued community 
activities (school boards, the chamber of commerce); and 
• Access to these people and institutions (with adequate transportation, maintaining 
a safe setting for youth, or low financial costs). 

While not discounting the importance of natural mentoring relationships, mentoring that 
occurs within the context of youth development programs may be particularly beneficial in 
the promotion of PYD (DuBois, Holloway, Valentine, & Cooper, 2002). For instance, 
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effective, high quality and enduring mentoring is associated with the capacity for youth to 
engage in high quality social relationships, to have greater academic achievement, school 
engagement, school adjustment, and to view their futures more positively (Rhodes, 
Spencer, Keller, Liang, & Noam, 2006). 

In addition, PYD can also serve as a set of guidelines on how a community can support its 
young people so they can grow up competent and healthy and develop to their full 
potential. 

• Emphasis on positive outcomes: The approach highlights positive, healthy 
outcomes (in contrast to reducing negative outcomes such as teen pregnancy, 
substance abuse, violence). Although most parents have clear ideas what positive 
characteristics and behaviors they would like to see in their children, there is still a 
lack of clarity of what exactly positive outcomes are. Since researchers only recently 
have focused on positive outcomes, definitions and categories of positive outcomes 
are still evolving. Examples of desired youth development outcomes are competence 
(academic, social, vocational skills), self-confidence, connectedness (healthy 
relationship to community, friends, family), character (integrity, moral 
commitment), caring and compassion. 

• Youth Voice: It is essential to include youth as active participants in any youth 
development initiative. They have to be equal partners in the process. 

• Strategies aim to involve all youth: Youth development strategies are generally 
aimed at all youth. The assumption is that creating supportive and enriching 
environments for all youth will lead to the desired positive outcomes as well as 
reduced negative outcomes. 

• Long-term involvement: Youth development assumes long-term commitment. 
Activities and supportive relationships have to endure for a long period of time to be 
effective. They have to accompany young people throughout their growing up years. 
Youth development strategies have to embrace and ready themselves for long-term 
engagement. 

• Community involvement: Youth development stresses the importance of engaging 
the larger social environment that influences how young people grow up and 
develop. This includes family and friends, but also the community they live in. 
Community is more than social service and youth organizations, schools, law 
enforcement agencies; it involves business, faith and civic groups, and private 
citizens who are not attached to any organization. 
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• Emphasis on collaboration: Youth development requires people from various 
agencies and community groups to work together. Collaboration can express itself 
in different forms e.g., agencies coming together to write a grant proposal to 
community groups forming a coalition to achieve one common goal by sharing 
resources and expertise. 

The Many Faces of Mentoring 
Mentoring involves a caring and supportive relationship between a childjyouthjyoung 
adult, and a non-parental adult. Rhodes (2002, 2005) has proposed that mentoring affects 
children/youth/young adults through three interrelated processes: (1) by enhancing 
childjyouth'sjyoung adults' social relationships and emotional wellbeing, (2) by improving 
their cognitive skills through instruction and conversation, and (3) by promoting positive 
identity development through serving as role models and advocates. These processes are 
likely to act in concert with one another over time. Furthermore, the effectiveness of each 
of these three processes is likely to be governed, at least in part, by the quality and 
longevity of the relationships established between young people and their mentors. 

Mento ring - Social and Emotional Development Stages 
Mentoring relationships may promote the social and emotional well-being and 
development of children/youth/young adults in several ways. The relationships may 
provide childrenjyouthjyoung adults with 

• opportunities for fun and escape from daily stress, 

• corrective emotional experiences that may generalize to and improve youths' other 
social relationships, 

• assistance with emotion regulation (Rhodes, 2002, 2005). 

Moreover, mentoring relationships also provide opportunities for children/youth/young 
adults to engage in a variety of social and recreational interactions with adults. Such 
activities may provide both welcome respite and enjoyable experiences for 
children/youth/young adults who typically must contend with disadvantages, mental 
health needs and difficult circumstances. Sarason & Sarason (2001) expand on recent 
research showing social support highlights involvement in mutually pleasurable social 
activities as a distinct aspect of supportive relationships that has been referred to as 
companionship. In contrast to other forms of social support sought out during times of 
distress, companionship is motivated by the desire to share in purely enjoyable interaction, 
such as the pleasure in sharing leisure activities, trading life stories and humorous 
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anecdotes, and engaging in playful spontaneous activities (Rook, 1995). 

Keller (2005) emphasizes that mentoring relationships also have the potential to provide 
children/youth/young adults with positive experiences in social relationships, which may 
lead to improvements in other important relationships for some childrenjyouthjyoung 
adults. By offering children/youth/young adults genuine care and support, mentors can 
challenge negative views that they may hold of themselves or of relationships with adults. 
Moreover, mentors can demonstrate that positive relationships with adults are possible. 
The mentoring relationship can thus become a corrective experience for those 
children/youth/young adults who may have experienced unsatisfactory relationships with 
their parents (Olds, Kitzman, Cole, & Robinson, 1997). This experience may then generalize, 
enabling childrenjyouthfyoung adults to perceive their proximal relationships as more 
forthcoming and helpful (Coble, Gantt, & Mallinckrodt, 1996). 
The hypothesized potential of positive relationships to modify children'sjyouths' /young 
adult's perceptions of other relationships is suggested by attachment theory (Bowlby, 
1988; Sroufe & Fleeson, 1986). 

According to attachment theory, a child seeks comfort and protection from caregivers in 
times of distress. A sense of security is restored when an attachment figure demonstrates a 
sensitive response that alleviates the distress. Over the course of numerous interactions, a 
child constructs cognitive representations regarding the reliability of care from an 
attachment figure and his or her own ability to elicit care in times of need (Bretherton, 
1985). These experience-based expectations, or working models, are believed to be 
incorporated into the personality structure and to influence behavior in interpersonal 
relationships throughout and beyond childhood (Ainsworth, 1989; Bowlby, 1988). 
Although considered to be relatively stable over time, working models may be modified in 
response to changing life circumstances, particularly the opportunities to engage in 
different patterns of interaction presented by new relationships (Belsky & Cassidy, 1994; 
Bretherton, 1985). 

Although changes in working models can occur at any point in development, mentoring 
relationships in adolescence may offer distinct opportunities for the revision of working 
models because of the increases in perspective taking and interpersonal understanding 
that occur during this time, as well as the desire to gain some autonomy from parental 
control and influence (Allen & Land, 1999; Cassidy & Kobak, 1988). 

Belsky & Cassidy (1994) explain that children/youth/young adults who have experienced 
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caregivers as unavailable or inconsistent and have models of relationships tinged with 
anxiety, anger, uncertainty, and mistrust may be less likely to see the value in turning to 
others in times of stress. However, mentors who are sensitive and consistent in their 
relationships with these children/youth/young adults may help them feel worthy of care 
and effective in attaining it. In turn, these children/youth/young adults may become more 
open to, and likely to, solicit emotional support to cope with stressful events or chronic 
adversity, thereby buffering the effects of a negative environment (Rutter, 1990). 
Furthermore, relationships with mentors that are characterized by consistent and 
responsive caregiving also may promote a sense of stability and predictability in 
children'sjyouthjyoung adults' lives. When the child/youth/young adult knows the mentor 
is a dependable source of protection and support if something should go wrong, the sense 
of security that results may allow productive exploration of the environment that leads to 
the development of knowledge, skills, and competence (Ainsworth, 1989; Bowlby, 1988). 

In some cases, mentors may function as alternative or secondary attachment figures 
providing a secure base from which children/youth/young adults can make crucial social 
and cognitive strivings. In other cases, mentors may simply alleviate some of the 
relationship tensions and conflicts that arise throughout development, especially during 
adolescence. Mentors can offer children/youth/young adults adult perspectives, advice, 
and suggestions that might be ignored if they were presented by a parent (Keller, in 
2005a). By serving as a sounding board and providing a model of effective adult 
communication, mentors may also help children/youth/young adults better understand, 
express, and regulate both their positive and their negative emotions (Pianta, 1999). 

Role Modeling & Advocacy 
When mentors serve as role models and advocates, they may contribute to youths' positive 
identity development. That is, mentors may help shift youth's conceptions of both their 
current and their future identity. 

Markus and Nurius (1986) have referred to "possible selves"-individuals' ideas of what 
they might become, what they would like to become, and what they fear becoming. Such 
possibilities, which often emerge as youth observe and compare the adults they know, can 
inform current decisions and behavior. Indeed, many lower-income youth have limited 
contact with positive role models outside the immediate family and believe that their 
opportunities for success are restricted (Blechman, 1992). 

As the mentor's positive appraisal becomes incorporated into the men tee's sense of self, it 
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'-" may modify the way the childfyouthfyoung adult thinks that parents, peers, teachers, and 
others see him or her. 

More generally, mentors help childrenjyouthfyoung adults to build both social and 
cultural capital by facilitating their use of community resources and by opening doors to 
educational or occupational opportunities (Dubas & Snider, 1993; McLaughlin, 2000). 
Participation in such new opportunities can also facilitate identity development by 
providing experiences on which children/youth/young adults can draw to construct their 
sense of self. Indeed, Waterman (1984) has proposed that such activities provide 
opportunities for discovering special talents and abilities and are thus a primary source 
through which identity is formed. When mentors promote children'sfyouths'jyoung adults' 
participation in pro-social activities and settings, they expose them to socially desirable or 
high-achieving peer groups with whom they can then identify. 

Community, School, and Career-Based Mentoring 
Community-based (CBM) and school-based (SBM) one-on-one mentoring are the most 
common and the most studied types offormal mentoring. Multiple experimental 
evaluations have shown that CBM and SBM improve children's relationships with their 
parents (Karcher et al. 2002; Rhodes et al. 2005; Rhodes et al. 2000) and their peers 
(Rhodes et al. 1999; Karcher 2008; Wheeler et al. 2010). CBM appears to affect a wide 
range of outcomes, whereas the impact of SBM appears to be greatest on outcomes related 
to school (Herrera et al. 2007). Moreover, the size of these impacts for both CBM and SBM 
are quite modest (DuBois et al. 2002). 

Career-based mentoring programs assist youth in preparing for the world of work by 
helping them develop the skills needed for particular career paths. Adults from the 
business and professional community meet individually with youth to help them plan for 
their future, explore college and career options, and serve as role models. 

Mentors might show youth how to conduct a job search, help youth write resumes and 
cover letters, engage youth in mock interviews, teach youth "soft" skills, help youth set 
educational and career goals, or arrange internships or other work experiences. 

The central goal of system of care is to serve youth more effectively in their communities 
and allow them to maintain their relationships with families, schools, and neighbors. 
Therefore, community-based treatment and supports should be provided to the child or 
youth and family, often in the home, to enable the youth to stay at home. These include an 
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array of individualized services, such as respite, mobile crisis services, crisis shelter care, 
intensive home-based services, skills building, and mentoring, among others rather than 
being driven by priorities and limited service menus of the categorical agencies (education, 
child welfare, juvenile justice, and other agencies), the child and family team has access to a 
broad array of home and community-based supports, such as home-based therapy, respite 
and mentoring services. 

Factors that Affect Mentoring Effectiveness 
Primarily the duration of the relationship and the frequency of meetings between mentor 
and men tee are related to the effects of mentoring. Slicker and Palmer (1993) found that 
youth who met with a mentor at least three times a week had lower dropout rates than 
youth in a control group who did not have mentors. Youth who self-select into more 
frequent meetings or longer duration in the mentoring program might experience better 
outcomes than their peers. Youth who are fully engaged in a program are also more likely 
to increase program effectiveness as well. To do this, programs must be relevant to youths' 

lives. Interventions that view youth as active social agents (Boyden and Manning 2005) 
who can contribute valuable insights into their situation and can have a role in 
implementing solutions are more likely to appeal to their target audiences. Ignoring 
youths' perspectives can result in misplaced interventions that overlook their needs. 

"-" Secondly, the program's support for the mentor is associated with greater effectiveness of 
mentoring. Stronger positive effects have been observed when mentoring programs 
incorporate training and ongoing supervision of mentors, expectations of more frequent 
and longer meetings between mentors and youth, program sponsored activities to enhance 
the development of the mentoring relationship, parent support/involvement, and 
supplemental programs/services (DuBois et al. 2002; Herrera et al. 2007; Jolliffe and 
Farrington 2007). 

Lastly, programs should reflect the needs of at-risk youth, interventions should target not 
only individual youth but also their families and the communities in which they live, 
youths' cultural diversity should be taken into account, and integrated approaches might be 
the most effective. 
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Objectives 

• The committee will develop a proposed strategy to establish financial sustainability 
for youth mental health in Orange County. 

• The committee will provide a current estimate of resources available for youth 
mental health issues including prevention, early identification and treatment. 

• In conjunction with the Needs Assessment Committee and the System Design 
Committee, the Finance and Sustainability Committee will identify the gaps in 
resources both financial and human to implement the proposed changes 
recommended by the Systems Design Committee. 

Introduction 

The Committee accomplished the task by: 

• Outlining a finance and sustainability approach for future decision-making in 
Orange County. 

• Proposing a structure to accomplish this new approach. 

• Attaching an estimated cost to recommendations from other committees. 

• Proposing long-term and short-term solutions that are in alignment with the new 
structure. 

The present profile of youth mental health services in Orange County is characterized by a 
system that is fragmented and disjointed. The reasons are primarily based on the 
inadequate and inefficient funding structure that exists in the entire State of Florida. 

Orange County and the State of Florida are some of the most poorly funded systems in the 
nation with Florida ranking 49th in Mental Health funding according to the Kaiser 
Foundation, 2013. State funding for Mental Health allocated to Orange County has 
remained flat for many years while the population of the county has seen a significant 
growth of approximately 50% since the year 2000. Additionally, our region is the 2nd 

lowest funded county in the state. Historically our four-county region has lacked equity in 
state mental health funding. Based on an economy supported primarily by local tourism, 
Orange County generates more sales tax revenue to the state than it gets in return. Other 
counties in Florida are able to ease the burden on children's mental health through use of 
dedicated children's funding via a local tax and a children's services council as in Miami
Dade and Hillsborough County. The dedicated funding allows the counties to implement 
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"-" creative strategies in service delivery and programming to fill in the gaps in service for this 
population. Without a designated funding source and continued increases in population, 
Orange County will continue to lag behind other areas of the state in regards to youth 
outcomes. 

Any financing approach that lacks a well-designed and planned structure will result in 
problems such as limited accessibility for children and families, poor treatment outcomes, 
duplicative services and inefficient use of resources. In Orange County currently, 
organizations providing services secure and spend funds that are awarded. Each funding 
source comes with its own set of rules and standards that further distress a system filled 
with regulations. Agencies are forced to limit access and availability to services and 
children and families suffer the consequences. 

From a systemic level, services are provided without consultation or even awareness of the 
duplication of services that exists. In addition, many basic services to youth are provided 
in a primary care health setting which is only in the infancy stages of integration with 
mental health services. Often the primary care physicians and their staff do not have the 
expertise to deal with mental health issues in children/youth resulting in poor outcomes 
based on misdiagnosis and wrong medications being used. 

The system needs to move to an approach where our organizations and services are united, 
their efforts are coordinated, and the services provided are exactly those required/needed 

by youth and families 

Committee Conclusions 

• Finance and Sustainment Ann roach 
o The committee recommends a long-term commitment to ensuring youth mental 

health shifts from a fragmented funding and service delivery structure to one 
that leverages funding, shares resources, aligns initiatives under one umbrella, 
and works toward using blended and braided funding mechanisms as much as 
possible. This is not an easy task and will take years to accomplish. Financial 
support is needed to cover the resources lacking in our community in the short 
term until such a time as longer term solutions can be found. A fundamental 
improvement in organizational structure is going to be required in order to shift 
the finance and sustainment approach for youth mental health in Orange County. 
The foundation of a new approach is to be based on principles that systems align 
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with and agree to. The principles would be the cornerstone of strategic planning 
and implementation. 

o Our vision is that Orange County becomes a community that unites, coordinates 
and provides for the needs of youth and families. Specific finance goals include: 

• The reinvestment of savings from high-end, costly services Quvenile 
detention, residential treatment programs, etc.) to primary prevention 
and intervention initiatives. 

• Applying for federal, state and local funding with the spirit of 
collaboration and complete transparency instead of competition. 

• Coordinating efforts to ensure the ability to leverage local dollars and 
support each other's efforts instead of chasing funding. 

• Ensuring resources are directed towards evidence-based models with 
high-fidelity. 

Short Term recommendations for the Commission 

• Establish a unified organizational structure for collective strategic planning 
and funding decisions. 

o The committee proposes the establishment of a centralized authoritative 
body, called the Management Network hereafter referred to as the Network 
with supporting staff to accomplish the work. Network membership would 
need to include representatives from all major child serving systems 
Quvenile justice, health, early intervention, community mental health, child 
welfare, school system, etc.), as well as managed care insurance providers. 
The Network's primary tasks would be to define its purpose, describe its 
programs, set its objectives and measure its accomplishments. Additionally, 
the Network would maintain the oversight and responsibility as described by 
the System Design Committee. Maintaining standards for the community and 
measuring community outcomes are a critical component. For example, 
monitoring and reviewing quality indicators which could include the 
proportion of clients who drop out of outpatient services, what proportion of 
these services are directed to youth who are discharged from out-of-home 
settings, what proportion of the children and youth receiving outpatient 
services receive evidence-based treatment, and what proportion meet their 
treatment goals. Knowledge of these areas will assist Network members in 
their ability to make sound financial decisions for the community. 
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• Establish the Network as a permanent entity supported by Oran~e County 
Government. 

o The Network's purpose would be acknowledged as a core function of county 
government and would be integrated into the county's annual operating 
budget process. This case would not eliminate the need for either existing 
local funding or dedicated funding, but rather would supplement the 
combination of other funding sources in order to satisfy the Network's total 
budget requirement. This approach would, to a large extent, enable the 
Network to independently establish and maintain its need-based levels of 
activity in its various programs as designed to accomplish its purpose. 

• Maintain a focus on existin~ fundin~ sources. 
o The Network would look for opportunities to coordinate the pool-able 

dollars and use them for need-driven services based on their systematic 
assessment of priorities regarding identification, prevention, treatment, etc. 
As for the funding that cannot be freed from its respective use criteria or 
categorical requirements, the Network would integrate the use of those 
funds as effectively and efficiently as possible. In this case, funding is the 
driver or independent variable and service provision is the dependent 
variable, fluctuating according to the availability and use-ability of external 

funding sources. 

• Establish a dedicated fundine source. 
o The Network would seek a dedicated funding source through court-related 

revenue (filing fee, charge, or fine) which is based on an appropriate rational 
nexus. Possible opportunities exist within forfeitures or red light camera 
violations. The nature of the additional (dedicated) funding would allow the 
County to augment the existing funding sources mentioned above. In this 
case, the dedicated funding source would be a relatively reliable source of 
local (versus external) funding. This would enable the Network to 
independently maintain some reliable level of service provision, without 
being totally subject to the fluctuations and limitations of external funding 
sources. 
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'-'r Long-term recommendations for the Network 
• Expand and diversify the types of services available to children, youth and 

families in our community: 
o Florida Medicaid - In comparison to the rest of the nation, the Florida 

Medicaid plan is limited in the diversity of services funded. This has 
resulted in children, youth and families having to utilize the services that 
exist, instead of the services that they need for success. (See Needs 
Committee report). The Network would continue the work of expanding 
the types of services available through a strategic marketing/outreach 
plan to the Managed Care Organizations, (MCO's) which at this time 
appears to be the most viable option. It should be noted, however, that 
many areas of the nation have shifted their funding strategy through use 
of waivers and carve-outs. An example is provided in Attachment B, and 

may be considered a possibility in the future. 
o Private Insurance Companies- Private companies rarely offer services 

beyond traditional mental health services such as outpatient therapy and 
psychiatric medication management resulting in over-utilization of high
end, costly services. The same strategy for educating private companies 
and supporting an expansion of the service array is key. The Network 
will include representation from managed care companies. 

• The Network will unite and coordinate services in the child serving systems so 
they complement each other and work in conjunction with each other. Most of 
the aforementioned systems make decisions at a state level with little input for 
the actualities of the local level. TheN etwork would need to work collectively to 
ensure local input is received and valued. 

• Establish braided funding models in our community. The term braiding is used 
because multiple funding streams are initially separate, brought together to pay 
for more than any one stream can support, and then carefully pulled back apart 
to report to funders on how the money was spent. Most federal funding streams 
require careful tracking of staff time, with requirements for allocation of 
personnel hours and other expenses to specific federal streams. There are 
opportunities for funds to be braided between child welfare, juvenile justice, etc., 
to support larger service initiatives such as mobile crisis, for example. 

• Work towards blended funding models amongst large systems in our community 
Blended funding is a type of financial mechanism where dollars for children's 
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mental health is placed into one large pool of money and distributed throughout 
the community as deemed necessary. No one agency or organization would 
"own" the monies, instead seeing it as a purely collaborative and non
competitive effort. Such a system would be difficult to develop and maintain 
without changes to policy at a state level. When it comes to developing a 
blended approach towards funding, it is critical to have high level members of 
local organizations on board early. Without full buy in from the leaders of mental 
health agencies, the process would be doomed to fail. Wraparound Milwaukee, 
for example, uses a blended funding pool; combining funds from four systems: 
child welfare, juvenile justice, Medicaid, and behavioral health. This model has 
allowed them to have a diverse and broad array of services for the community, 
including mobile crisis, wraparound, peer support, mentoring and respite. A 
blended funding model has the advantage of allowing the systems to share costs 
and risks and maximizes the use of resources. 

• Establish a uniform data collection and tracking mechanism. 
o The appropriate system would greatly assist efforts in determining the 

efficacy of programs for internal and external reporting and future 
funding purposes. Accountability is a key component for many 
stakeholders seeking to learn if their investment has yielded positive 
returns, or if the program should be modified to better suit the needs of 
those it helps. Disparate data collection and tracking mechanisms create 
the potential of undermining well-intentioned efforts that make it difficult 

to ascertain whether Program A is productive and cost effective or if 
Program B offers a better return on investment. 

Cost Projections for Committee recommendations with proposed fundin~ 
mechanisms 

The Finance and Sustainability Committee created a financing matrix that reflects all of the 
recommendations of other committees and provides an estimated budget when accurate 
and reflective projections could be established (See Attachment A). 
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Children's Mental Health t;xnenditur~~ in Qrange Counti 
**Information provided_by the University of South Florida for Wraparound Orange. This can be 

utilized as a starting point to establishing baseline financial information for Orange County. 

Financial Mal! for Mental Health/Substance Abuse Services for Children Ages 5 
throul!h 17 in Orange Countv 

Medicaid 
Service Type 

Medicaid Child Welfare PMHP 
GR (SAMHIS) 

N= 13,045 N=874 
N=4,452 

Prevention/Outreach MH -- -- $1,201.59 

Prevention/Outreach SA -- -- $2,950.54 

Screening/Assessment MH1 $1,089,885.17 $193,887.96 $40,955.73 

Screening/Assessment SA2 $8,530.00 -- $90,108.31 

Med Evaluation/Management $454,972.43 $1,643.17 $2,028,194.06 

Inpatient Acute $506,128.30 $47,385.54 --
SIPPs3 $2,329,855.36 $619,328.64 $72,069.00 

Residential Care -- -- $85,959.01 

Substance Abuse Detox -- -- $150,922.81 

Therapeutic Group Care -- -- $64,446.08 

Specialized TFC $217,473.60 $691 ,523.80 $159,685.98 

Day Treatment MH $49,350.65 -- --
Day Treatment SA -- -- --
Hospital Outpatient $104,267.26 $0.85 --

Respite -- -- $166.92 

Crisis Stabilization/ER MH $409,665.65 $50,469.32 $341 ,202. 76 

Crisis Stabilization/ER SA -- -- --
Outpatient MH4 $5,426,875.89 $760,261.57 $130,030.19 

Outpatient Substance Abuse $9,215.00 -- $82,183.28 

Targeted Case Management $488,826.41 $40,602.80 $473,953.00 

Case Management $103,868.71 -- --
BHOS CW&JJ $612,410.00 -- ·-

'Includes reassessments and treatment plan review. 
2 Includes reassessments and treatment plan review. 
3 SIPP expenditures are recorded in Medicaid institutional claims files; thus, the portion of SIPP expenditures paid by the CW·PMHP was 
calculated by taking 21% of the total cost. 21% is the statewide proportion of youth in SIPP who are in state custody. 
4 Includes domestic violence counseling. 
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Medicaid 

Service Type 
Medicaid Child Welfare PMHP 

GR (SAMHIS) 

N= 13,045 N=874 
N=4,452 

Community-based Supports5 $790,809.94 $328.32 $1,363,996.28 

Peer Services -- -- --
EBPs -- -- --
Psychotropic Meds $6,267,883.08 $529,788.86 $1,227,267.60 

Consultation/Education -- -- --
Behavioral Supports $249,849.15 $6,349.72 --
Discretionary" -- -- $17,700.00 

Unclassified -- -- --
Total $19,119,866.60 $2,941,570.55 $6,332,993.14 

A Cautionarx Statement Regarding the Financial Data 
The dollar amount listed has several limitations which should be considered: 

0 The number of youth served may not be an unduplicated number, meaning it 
is very possible that youth have interfaced with multiple systems, thereby 
lowering the number of actual youth served and inflating expenditures. 

0 The data provided does not include private funding, which will likely 
increase the dollar amount spent and may re-introduce the possibility of 
duplicated youth being served; (3) there was no outcome data attached to 
the financial data, making it difficult to determine the efficacy of the dollars 
spent. 

0 In some instances the dollar amounts cannot be separated into specific 

funding categories. 

0 Some of the funding was likely used for psychological testing not related to 
mental health issues, such as intellectual testing. 

0 It is unclear how much of the total dollar amount was expended in treatment 
versus assessment or room and board. 

0 It is difficult to ascertain how the funding is tracked within each stream. 

Cost estimates are provided only for those items where the amount is known or estimated 
with certainty. 

5 
Includes supports such as TBOS, ITOS, and tutoring/mentoring. 

6 Includes$ for arts/hobbies, youth recreation and social activities, clothing, etc. 
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( Attachment A: Youth Mental Het1th Commission Financing Overvi!w 

"Expanding Systems of Care" 

Immediate- Year 1 {2014} 

Recommendations Action Preliminary $ Estimates 

• Wraparound Orange Expansion 1111o Expands 3 teams to serve 13-14yr5 IIJ Currently grant funded (State-3years) New 

• Crisis Intervention Team Youth Training 

• Domestic Violence Tool 

• Merge with DV/Children's Summit 

• Implementation Team/Management 
Network 

• Centralized Intake 

• Public Awareness Campaign 

• Management Information System 

• Mobile Crisis Team 

*Denotes that financing mechanism not established. 

Training for Law Enforcement 

Educate Physicians to complete HITS - screening 
tool 

Aligns community initiatives 

Engage stakeholders and managed care 
companies, expand system of care core values, 
explore recurring revenue and finance strategies 

Phone/response for family/youth crisis support 
and behavioral health navigation 

PSA's, messaging to reduce stigma 

Currently grant funded (State-3years) New 

Currently in partnership with Florida Hosp and 
Harbor House 

No cost 

$200,000- 3 FTE's (Sr Program Manager, Admin, 
QA)* 

CostTBD * 

WUCF Commitment to PSA, grass roots- NAMI 

Coordinated intake and referral for the community $150,000 to build, $65,000 annually to maintain* 

24/7 crisis response $900,000* 
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( 
• Implement the Infant Mental Health Plan 

• Implement the Transition Age Youth Plan 

• Implement the Impact of Violence Plan 

2014 Legislation 

Year 2 (2015) 

Recommendations 

( 
Implementation and Financing of the plan 

Implementation and Financing of the plan 

Implementation and Financing of the plan 

• Children's CAT TEAM- serves youth with 
severe and persistent mental illness 

• Mental Health First Aid 

Action 

( 
CostTBD* 

CostTBD* 

CostTBD* 

$750,000 State Revenue 

$30,000 State Revenue 

Preliminary $ Estimates 

• Continuation of Year 1 activities ._Expand System of Care, continue leveraging, -. $Cost TBD* 

• Common Assessment 

• Wraparound Orange Expansion 

• Community Training 

*Denotes that financing mechanism not established. 

community integration and financing strategies. 

Implement an evidenced based tool to capture 
outcomes at the individual/systems level (CANS 
Child and Adolescent Needs and Strengths tool) 

Add teams to serve O·Syr and 18·24yr 

Expand the use of evidenced based clinical 
interventions in the school/community 

A·2 

CostTBD * 

$90,000/team- Number of teams TBD* 

$200,000* 



• (redentialing of Professionals 

• Research and Evaluation 

Year 3 (2016) 

Recommendations 

Establish and lmplem{ .. , Credentialing Standards 
for agencies to be part of the Coordinated 
Network 

No cost 

Develop and Implement a research and $200,000* 
monitoring system to measure community change 

Action Preliminary$ Estimates 

• Continuation of Year 2 activities ----~• CostTBD* 

• Expand System of Care 

• Evaluate yrl/yr 2 Data 

• Revisit legislative funding/grant funding 

*Denotes that financing mechanism not established. 

Continue to impact community resources with the 
values of family-driven, youth-guided and 
culturally and linguistically competent 

Continued monitoring of community indicators 
and use of a continuous quality improvement 
model 

Provide system outcomes to justify renewal 

and/or new funding opportunities 
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No additional Cost 

No additional Cost 

No additional Cost 

( 



f ( (~ 

Year 4/5 (2017-2018) 

Recommendations Action Preliminary $ Estimates 

• Continue/Maintain Prior Year Strategies CostTBD* 
• Continued Accountability 
• Continued Monitoring of Outcomes 
• Reassessment of Community Needs 

***Note- Costs should decrease over time as the community finds alternative funding sources to cover expenses 

*Denotes that financing mechanism not established. 
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Attachment B 
Example of use of a Waiver by Wraparound Milwaukee to fund 

children's mental health services. 

Integrating Systems of Care 
Because youth frequently have multiple, overlapping risk factors, interventions often 
require the coordination of more than one agency or institution. Failure to coordinate care 
can lead to some youth falling through the cracks or not receiving all the supports they 
need. Funding streams that can only support particular types of services and agencies with 
different foci complicate this issue further. However, there are some states that have seen 
the importance in community-based mental health prevention and intervention services. 
For example, Montana's Department of Public Health and Human Services submitted a 
1915(i) Home and Community Based Service (HCBS) State Plan amendmentto the Centers 
for Medicare and Medicaid Services (CMS) to establish a 1915(i) HCBS Statewide Plan 
program of Medicaid funded home and community services for youth who have serious 
emotional disturbance. The program's purpose is to provide mental health services to 
qualifying youth in the community setting. 
http://www.dphhs.mt.gov /mentalhealth/children/i-home/PolicyManual.pdf 

Purpose 
The purpose of the 1915(i) HCBS State Plan program is to provide mental health services to 
qualifying youth in the community setting. Services will be provided through a wraparound 
service model that includes the youth and family and will be structured to provide the 
supports needed to maintain youth safely in their home and community. 
The UR contractor's regional care coordinator (RCC) will develop the initial and annual 
service plan in collaboration with the youth, the parent(s)jlegal representative of the 
youth, appropriate health care professionals, and others who treat or have knowledge of 
the mental health and related needs of the youth. The regional manager will revise the 
service plan based on input from family teams via the wraparound facilitator, provide 
program oversight, and prior authorize all1915(i) HCBS State Plan program services. 
Families choose the providers they want for their family wraparound team. 
Regional Manager oversight may include observation of at least one meeting in each of the 
four phases of wraparound to ensure the high fidelity wraparound facilitator is maintaining 
wraparound fidelity; contact with the youth/family periodically to ensure the youth and 
parent(s)jlegal representative is in agreement with the wraparound process; completion 
of a desk audit of the wraparound facilitators' records; verification of wraparound 
facilitation training and certification process. 

• 1915(i) HCBS State Plan Program Services 
o In accordance with federal regulations, 1915(i) HCBS State Plan program 

services must not be provided to youth who are inpatients of a local 
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community hospital or a psychiatric residential treatment facility. Youth 
enrolled in the 191S(i) HCBS State Plan program are NOT eligible for targeted 
case management services or other types of case management services. The 
department may determine the particular services of the program to make 
available to an eligible youth based on, but not limited to, the following 
criteria: 
• Need of the youth for a service generally and specifically; 

(b) Suitability of a service for the circumstances and treatment of the 
youth; 

• Availability of a specific service through the program and any ancillary 
service necessary to meet the needs of the youth; 

• Availability otherwise of alternative public and private resources and 
services to meet the need of the youth for the service; 

• Risk of significant harm for the youth if not in receipt of the service; 
• Likelihood of placement into a more restrictive setting if not in receipt of 

the service; 
• Financial costs for and other impacts on the program arising out of the 

delivery of the service to the youth. 

• Peer-To-Peer Services 
o Peer-to-Peer services offer and promote support to the youth or to the 

parent/legal representative of the youth. The services are geared toward 
promoting self-empowerment, enhancing community living skills and 
developing natural supports. These services may include: 

'-"' • Supporting the youth or the parent(s) to make informed independent 
choices in order to develop a network for information and support from 
others; 

• Coaching the youth or the parent(s) in developing systems advocacy skills 
in order to take a proactive role in the treatment of the youth; and 

• Assisting the youth or the parent(s) in developing supports including 
formal and informal community supports. 

• Non-Medical Transportation 
o Non-Medical Transportation is the provision of transportation by agencies 

through common carrier or private vehicle for the access of the youth to and 
from social or other nonmedical activities that are included in the service 
plan. Non-Medical Transportation services are provided only after volunteer 
transportation services, or transportation services funded by other 
programs, have been exhausted. Non-Medical Transportation services must 
be provided by the most appropriate cost effective mode. 

• Wraparound Milwaukee 
o It is the policy of Wraparound Milwaukee to promote quality one-to-one 

Mentoring services. Below are some of the programs they currently integrate 
in the Wraparound process with the families served. 
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http://county.milwaukee.gov/ImageLibrary/Groups/cntyHHS/Wraparound/2013-
Policies/MentoringPolicy.pdf 

• Peer Services: Parent and Youth Support Services 
o Parent and youth support services include developing and linking with 

formal and informal supports; instilling confidence; assisting in the 
development of goals; serving as an advocate, mentor, or facilitator for 
resolution of issues; and teaching skills necessary to improve coping 
abilities. These peers provide support, education, skills training, and 
advocacy in ways that are both accessible and acceptable to families and 
youth. 

• Other Home and Community-Based Services 
o States have also developed service definitions for a variety of additional 

home and community- based services that have proven to be important for 
children and youth with mental health conditions to be successful in the 
community. This includes: mentoring, supported employment for older 
youth, and consultative services. These types of services may be provided 
through 1915(c) waivers and the 191S(i) program. 
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Impact of Violence Workgroup Final Report 

Objectives 

• The workgroup will identify the current research on the issue of the impact of 

violence on the mental health and behavior of youth. 

• By working with the Needs Assessment Committee, will develop and estimate 

the number of youth at risk. 

• By working with the Systems Design Committee, will recommend strategies to 

reach and help youth at risk to be included in the comprehensive model. 

• 
Introduction 

The workgroup met on three dates to address the issues surrounding children who are 

exposed to various types of violence and how subsequent mental health issues can be 

addressed and prevented. The following is a list of recommendations from the committee 

Committee Conclusions 

• All women who are pregnant should be screened for intimate partner violence and 
referred for services. 

o Research shows that children who are exposed to violence, even in utero, 
have significant developmental and mental health issues later in life. If fact, 
brain development can be significantly affected. Additionally, mothers who 
are abused are more likely to experience issues bonding with their newborn 
which can result in attachment disorders later in life. The committee 
recommends encouraging all hospitals and OBGYN's to screen utilizing the 
HITS tool and the Healthy Start screening assessment and then following up 
with referrals to a certified domestic abuse agency for services if the screen 
is positive for domestic violence. 

• All children who are exposed to abuse in the home, whether witness to domestic 
violence or victims of child abuse, should be referred to qualified providers for post 
incident counseling. 

Mayor's Youth Mental Health Commission 
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o The committee's research determined that few if any children identified as 
victims of abuse or witnesses to abuse in the home were referred for 
counseling unless they came into care or the case was founded. Of those 
referred for counseling, few accepted services due to confusion over where 
to seek services, affordability and stigma. 

• All children who witness abuse in the community should be referred to qualified 
providers for post-incident counseling. 

o The committee recognizes that many children in our community witness 
violence as a bystander on a regular basis. This may be in their 
neighborhoods or schools. The committee recommends creating an 
awareness and referral process where children who have witnessed a 
violence incident have the opportunity to seek appropriate counseling. This 
would require law enforcement, school officials and child welfare personnel 
to ensure referrals were provided to children and their families post

incident. 

• All children who are bullied or engaging in bullying should have access to quality 
mental health counseling and understand their legal rights to end abuse. 

o The committee examined several national best practices on how to support 
children and their parents when bullying occurs. The committee 
recommends further investigation into the Colorado model for 
implementation. Further, the committee recommends that children have 24 
hour access to qualified therapists who can counsel. The current bullying 
hotline only allows students to leave a message for tips. 

http: //www.bullyingprevention.org/index.cfm /ID /1/Home I 

http: //www.ed.gov /news /press-releases Ius-education -secretary-highlights-best
practices-bullying-policies 

• Consider a change of state statute to address bullying 
o Currently state law requires victims of bullying to meet the standard of 

stalking. The committee recommends review of other state laws to 
determine if a change in law would allow for greater accountability of bullies. 

http:// www2.ed.gov /rschstat/ eval/bullying/state-bullying-laws/state-bullying

laws.pdf 
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Impact of Violence Workgroup Final Report 

• The community should set standards to determine the minimum qualifications and 
training for someone to provide therapy to a child who has experienced trauma due 
to violence. 

o The committee feels strongly that while master's level counseling programs 
prepare practitioners for basic therapy, it does not prepare them to provide 
therapeutic counseling to children who have been traumatized. Currently, no 
advanced courses in trauma treatment exist in Central Florida and most 
qualified therapist must go out of town or out of state to receive the training 
necessary. As a result, there are few qualified therapists practicing in the 
community. 

o The committee would further recommend that a local university be 
approached about expanding its post graduate therapist training to include a 
specialization in child trauma treatment. The training should replicate 
national best practice standards for child trauma therapists like those 
represented in the Child Traumatic Stress Network. 

• Creation of a referral list of qualified providers by expertise, clients allowed, 
payment allowed and cost. 

o The committee found that even amongst those in the workgroup, it was 
difficult to determine what services were available, where therapists 
qualified in trauma were located and how services could be paid for. 
Creation of an online listing of providers who met the minimum qualification 
is necessary so parents can access services for their children. 

• Implementation of a 24 hour hotline staffed by qualified therapists who can 
counsel, screen and appropriately refer families to the right mental health service. 

o Similar to the national hotline in Canada, Kids Help Phone, a 24 hour hotline 
staffed by therapists who can not only counsel children and their parents, but 
also determine the right resource for the family should be created. Too often 
families are given a list of providers but they are not appropriate for the 
needs of the family. Families may give up after calling several providers only 
to find that they only accept families with active DCF cases or Medicaid. The 
hotline could also serve to help children whose parents are not willing or 
able to seek therapy for them. These children can get the support they need 
in the short term while being appropriate referrals for help. 
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Resources 

http://www.bullyingprevention.org/index.cfm!ID/1/Home/ 

http: I /www.ed.gov /news /press-releases /us-education -secretary-high! ights-best
practices-bullying-policies 

http://www2.ed.gov /rschstat/eval/bullying/state-bullying-laws/state-bullying
laws.pdf 
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Public Awareness & Community Education Committee Final Report 

Objectives 
• The committee will develop a communications plan that will result in the increased 

awareness of youth mental health issues. 

• The committee will develop a survey to determine the awareness of and attitudes 
toward youth mental and behavioral issues. 

• The committee will develop a specific communications plan and strategy to address 
the stigma surrounding mental health and seeking help. 

Introduction 
The Public Awareness and Education Committee was charged with developing 
recommendations intended to contribute toward reducing the stigma associated with 
children and families dealing with mental illness. This committee includes individuals 
who have shared their personal experiences with mental illness in their own family 
units, bringing an authentic perspective to the issue and our assignment. 
It goes without saying that eliminating or reducing the stigma associated with mental 
illness is no small task. However, a smart, well-executed initiative designed to educate 
can contribute toward changing perception and behavior for the positive. 

Committee Conclusions 

• In general, stigma associated with mental illness and particularly with youth has 
been amplified in recent years by the incessant and sensationalized news coverage 
of major events such as Sandy Hook, teen suicides, bullying, cyber-bullying and 
other high-violence events. 

• A new, national conversation about mental illness has been taking place laying a 
foundation for local community dialogue, as well as for creation of a call to action to 
correct misperceptions and quell fears about mental illness. 

• The community needs a Call-to-Action to inspire forward movement and 
engagement. Thanks to momentum from this national focus, there is no need to 
reinvent the wheel. While our recommendations incorporate original ideas from 
committee members, our focus is on leveraging existing models or initiatives that 
seem to be making a positive difference. 
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• It is critical that this effort have a "collective impact" in that it must involve 
engagement from a variety of organizations to affect a change in reducing stigma. 

• A variety of programs, organizations and services exist throughout the county, but 
there appears to be no centralized, coordination of resources where those in need 
can easily and comfortably find help. 

• The many organizations dedicated to addressing youth mental illness matters 
remain vertical in terms of consistent information sharing or visibility about an 
issue that this committee believes could be helped with a shared platform or system 
that would open communication channels. 

Key Obstacles 

• People don't understand the realities of mental illness, how it can be managed and 
how families are left to fend for themselves. 

• Media coverage of major tragedies such as Sandy Hook and the myriad of other 
public venue shooting incidents involving young people contribute to fanning the 
flames of fear and perpetuating stigma. 

• Navigation- an inability to find the right open door 
o Families that need help don't know where to start. 
o If they start with the wrong door, they don't get what they need and will give 

up. 

• Families seeking help are often presented with a "menu" of services, but those may 
not be the help they need. 

• Funding 
o Florida is ranked 49th in the nation for mental health funding and Orange 

County and the Central Florida region is ranked the znct lowest funded in the 
state despite having the fourth largest child population (Kaiser Foundation, 
2013). 

• Public misconceptions, fears and the stigma may discourage parents and children 
from seeking help. For example: 

o MYTH: Persons with mental illnesses are dangerous. 

Mayor's Youth Mental Health Commission 
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o FACT: The absolute risk of violence among the mentally ill as a group is still 
very small and ... only a small proportion of the violence in our society can 
be attributed to persons who are mentally ill (Mulvey, 1994)." 

o MYTH: Children do not experience mental illnesses. Their actions are just 
products of bad parenting. 

o FACT: A report from the President's New Freedom Commission on Mental 
Health showed that in any given year five to nine percent of children 
experience serious emotional disturbances .. Just like adult mental illnesses, 
these are clinically diagnosable health conditions that are a product ofthe 
interaction of biological, psychological, social, and sometimes even genetic 
factors. 

o MYTH: It is easy to get help because resources are available and easy to 
access. 

o FACT: Parents reported over and over difficulty with navigation, getting 
correct information and knowing where to go. (Health Council Retrospective 
Study for Wraparound Orange). 

Developing Strategies to Eliminate the Stigma Associated with 
Mental Illness 

Objective 
Implement a multi-level communications strategy and tactical plan that contributes toward 
shifting misperceptions, fears and behaviors associated with understanding mental illness 

to minimize stigma. 

Strategy 
Develop a tactical strategy that opens communication channels, raises a positive profile 
about managing mental illness in youth, and elevating the principle theme that mental 
illness can be successfully addressed and treated like other healthcare issues. 

Tactical Recommendations 

Mayor's Youth Mental Health Commission 
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• Conduct public opinion survey to gauge local awareness and attitudes toward youth 
mental and behavioral issues. 

• Develop and share key clear messaging that validates the idea that mental illness 
can be effectively treated and managed, and that many children and families are 
doing so successfully. Messaging should be coordinated and designed according to 
the multiple platforms and audiences to ensure relevancy. 

• Identify examples of families managing successfully to validate key messages. 

• Rollout initiative in public forum to raise awareness of work being done and what is 
needed ahead. 

Specifics 
• Establish Orange County Public Schools (OCPS) as top-down, point of entry in 

providing information/resources for services to children and families. (OCPS 
mission is to lead our students to success with the support and involvement of 
families and the community). 

• Conduct school system and community audits of existing services/programs (after
school, external programs, etc.) communication products and protocols within OCPS 
to identify what is currently available but perhaps not widely known. 

• Develop metrics: what works, what doesn't and what is appropriate audience 
receiving assistance. Also need to know why. 

• Establish a sustainable, high-level, system-wide entry point to open channels for 
specialists such as National Alliance on Mental Illness (NAMI) and Federation of 
Families of Central Florida (FOFCFL), Mental Health Association of Central Florida 
who are able to offer counsel and program assistance in reaching targeted 

audiences. 

• Establish and raise awareness of multi-platform contact point where children and 
families can feel safe and comfortable to call for assistance, guidance and emergency 
help. Options include: 
o Expand/renovate existing 2.1.1 hotline operated by Heart of Florida United Way 

• Do so with public awareness campaign to introduce updated hotline. 
• Ensure navigators can provide follow-through for those calling in - goal is 

to direct the caller to the right place quickly and ensure linkage is 
successful. 

• Ex: 2.1.1 contact for a Mobile Crisis Team 

Mayor's Youth Mental Health Commission 
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o Create new contact platform (voice/internetjtexting) ali-in platform specifically 
for youth-related, family mental illness issues, concerns. 

• Example: (SpeakOut Hotline, which is managed by Crimeline, remains 
attached to "crime" contributing to perpetuating stigma. Build on same 
platform with independent branding). 

• Platform would serve as resource for immediate and emergency needs as 
well as for childfteenfparents who just seek basic help, feedback, 
someone to talk with, perspective about their circumstances. 

• Develop a specific communications awareness campaign to address the issue of 
stigma surrounding mental health and seeking help. 

o Create glossary of key terms that contribute toward more appropriate 
language to be used in reference to mental illness. 

• Implement Training and programs for first responders, educators, etc. Ex: Crisis 
Intervention Team Youth Training (CIT-Y), and Mobile Crisis Units. 

o Modeled after law enforcement training for management of sexual assault 
cases and victims and designed to diminish stigma attached to assault 
victims. 

Public Awareness Campaign 
• Develop branded and identifiable key message/theme: Youth Mental Illness Issues: 

o Manageable 
o Identifiable 
o And positive outcomes are possible in light of difficulties and fears 
o Early intervention improves outcomes 
o A public health approach is required 

• Design "road show" pushing awareness campaign throughout the community: 
o Billboards, Lynx buses, etc. 
o PSAs (WUCF as a partner) and use traditional and social media options 
o Bloggers 

• A meet-up focused on the issues 

• Incorporate the "real families" of youth mental illness as "storytellers": 
o Well-known and ordinary citizens to serve as "storytellers" (Committee 

members perhaps, and the youth and families already involved in telling 
their stories through Wraparound Orange). 
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o Advertise the online resource "Start Your Story" website created through 
Wraparound Orange. http://startyourstor:yhere.org./login 

o Create a "Dr. Oz" expert on youth mental illness: acquire commitment from 
charismatic local pediatrician and/or psychiatrist to provide sense of 
authority, safety and focus on attacking stigma issues. 

• Create major event to announce campaign 
o Keynote speaker (potential): Pastor Rick Warren (already speaking publicly 

about stigma). 

• Incorporate "story tellers" (this committee's volunteer members). 

• Develop key messages. 

• Create talking points. 

• Coordinate appearances by "story tellers" within the school system and throughout 
the community to connect with those who may remain in the shadows due to 
stigma. 

• Campaign would include benchmarks and measurements system to identify 
stickiness of message and outcomes; increased outreach and assistance by and to 
those in need. 

Corporate Partnerships 

• WUCF 

• Billboard companies 

• Healthcare providers 

• Traditional corporate involvement (HR Departments, etc.) 
o Bright House Networks 
o Walt Disney World 
o Sea World 

Mayor's Youth Mental Health Commission 
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Conclusion 
Minimizing stigma is about changing behavior, one of the hardest tasks to achieve - but not 
impossible. Timing is on our side as individuals and organizations demand that the issue of 
mental illness be addressed through awareness, accuracy and the freedom and safety of 
seeking treatment. A continued push to force society to see the facts beyond the chatter 
and white noise of knee-jerk news coverage can indeed make a difference. This is the 
nation's new civil rights movement and it is achievable but certainly not without a great 
deal of hard work, flexible strategic thinking and commitment. 

***Through Orange County and Wraparound Orange, the Youth Mental Health Commission 
requested the completion of a survey to establish baseline data for the values beliefs of a 
sample of Orange County residents. The polling was completed by the Kitchens group and can 
be reviewed in Attachment A. 
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THE ' 
KITCHENS 

GROUP 

. .. 
Attachment A- Polling Summary 

Methodology 

Four hundred residents of Orange County, Florida were interviewed in a sample conducted 

March 4-9, 2014. Interviews were conducted via the Internet using Survey Analytics' Internet 

Research Sample. The sample was balanced for all known demographic factors. The margin of 

error for this survey is a+/- 4.9%, with a 95% level of confidence. 

• Orange County residents recognize children's mental health is a serious and growing 
problem in our community (66%). 

• Stigma is an obstacle to acknowledging there is a problem and in seeking help. 

• Pervasive inaccurate beliefs (stigmas) around the issue of children's mental health are 
prevalent in this community. 

Eighty percent (80%) of survey respondents believe many childhood problems labeled as mental illness 
could be solved with better parenting and discipline. A majority, seventy-six percent {76%) believe 

'-' certain behaviors exhibited by teenagers are not mental illnesses, but part of growing up. Seventy 
percent (70%) of respondents say violent acts are not really mental illnesses but just "mean" personality 
traits. More than one-third {35%) of the residents say they do not believe children even experience 
mental illness. 

• Parents Experience Embarrassment Over the Issue of Children's Mental Health and Don't 
Know Where to Seek Help 

Eighty-four percent (84%) of survey respondents say they think parents are "embarrassed" if they have a 
child with mental illness. Also, eighty percent (80%) of respondents say they understand how parents 
might feel they are to blame for their child's problems. Seventy-eight percent (78%) recognize parents 
could give up seeking help because they do not know where to go. 

• Parents, the school system and county and city governments are deemed responsible for 
addressing children's mental health issues by a strong majority of Orange County residents. 

• A strong majority of Orange County residents support actions to address these problems, 
including increasing financial resources to do so. 
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Attachment 8 - Survey Example 

Area: __ Orange County, Florida __ N=400 

Introduction: We are conducting a survey of Orange County residents about issues 
facing this community. Your responses will be confidential and only used for compiling 
data about how Orange County residents feel about certain issues and policies. 

1. In which of the following age groups do you fall? (1) 18 to 29 (2) 30 to 39 (3) 40 

to 49 (4) 50 to 59, (5) 60 to 69, (6) 70 or older 

2. Are you a (1) man or (2) woman? 

3. Which of the following best describes your race or ethnicity? (1) White (2) 
Hispanic or Latino, (3) African American (4) something else 

4. What is the zip code of your home address _______ _ 

One issue this community is starting to address is mental illness in children and 

teenagers. 

5. How has mental illness in children and teenagers in our community changed in 

the past ten years? Has it become a 
( 1) much more serious problem 
(2) somewhat more serious problem, 
(3) stayed the same, 
(4) a somewhat less serious problem, 
(5) a much less serious problem or 
(6) not sure 

Mayor's Youth Mental Health Commission 
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6. In this community, how would you compare mental illness to other problems 
children and teenagers face such as asthma, obesity, or childhood diabetes? 
Would you say it is a 
(1) much more serious problem, 
(2) somewhat more serious problem, 
(3) somewhat less serious problem, or 

( 4) much less serious a problem? 
(5) unsure 

7. Some people say psychologists have been labeling certain bad behaviors in 
children as mental illness when these behaviors are just problems that could be 
corrected by better parenting. How accurate do you think this statement is? 
(1) definitely accurate, 
(2) probably accurate, 
(3) probably not accurate or 
( 4) definitely not accurate? 
(5) unsure 

8. Do you believe mental illness in children and teenagers is a disease just like a 

physical disease such as a lung or heart disease? 

(1) yes 
(2) no 
(3) unsure 

Please tell me if you strongly agree, somewhat agree, somewhat disagree or strongly 
disagree with each of the following statements. (rotate order of presentation) 

9. Children and teenagers who have a mental illness are usually violent and will try 
to hurt other people. 

10. Sometimes people label certain behaviors in teenagers, like depression, as 

mental illnesses, when really it's just kids facing problems with growing up, like 

all teenagers face. They are not really mentally ill. 
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11. If I learned that one of the children in my child's school class was mentally ill, I 
would want that child removed from the class to protect my child. 

12. If someone is mentally ill, it will show up when they are children. It is not 
something that naturally develops when they are teenagers or young adults. 

13. Sometimes kids who commit violent acts are not mentally ill, they are just 
naturally mean. It is their personality. 

14. A lot of childhood problems that are being labeled a mental or emotional illness 

could be solved with better parenting and more discipline at home. 

15. I believe that parents who are trying to get help for a child with a mental illness 
often give up because they can't find out where to go for the help they need. 

16. The reason people believe children and teenagers are more violent than they 
used to be is because there is more reporting of the violence in the news media. 

17. If my family needed help with a child who had a mental illness, I would not know 
where to go or even where to start to deal with the problem. 

18. Parents who believe their child has a mental illness are often too embarrassed to 
talk about the problems or seek the help they need. 

19. I could understand how parents might feel they are to blame for a child's mental 

illness. 

20. I do not believe children really experience mental illness. Their behavior is a 
result of other factors like bad parenting, poor discipline in school, or peer 
pressure. 
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21. Tragic incidents like the shooting at Sandy Hook Elementary School in 
Connecticut, teen suicides, bullying, cyber bullying, and other high violence 
crimes are widely reported and discussed by the news. Do you think this news 
coverage increases people's fear that mentally ill young people are usually 
violent? 
(1) definitely, 
(2) probably, 
(3) probably not 
( 4) definitely not 
(5) unsure 

GOI'ERli'MllNT 
~ 

How responsible do you think each of the following are in dealing with children and 
teenagers who have mental illnesses? 
(1) very responsible, 
(2) somewhat responsible, 
(3) not really responsible, or 
(4) not responsible at all. 
(5) unsure 

the parents ( ) 
local governments ( ) 
the federal government ( ) 
the school system ( ) 
charities and foundations who deal with the issue, ( ) 
churches and other religious organizations ( ) 

23. In this community, do you think services to identify and treat children and 
teenagers with mental illnesses should 
(1) be greatly increased, 
(2) be somewhat increased, 
(3) remain at the current level, 
(4) be somewhat decreased, or 
(5) be greatly decreased 
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GOI'EII.~MENT 
~ 

24. Since children and teenagers are at school more time than anywhere else, would 
you support launching a school-based program to screen or test children who 
show signs of mental illness? 
(1) strongly support, 
(2) somewhat support, 
(3) somewhat oppose, or 

(4) strongly oppose, 
(5) unsure 

25. If Orange County started a program to put a mental health professional in every 

public school in order to identify and get treatment for children and teenagers 
who they identify as having a mental illness, how much more would you be 
willing to pay in sales taxes to fund the program -
( 1) one cent, 

(2) ~cent 
(3) }4 cent or 
( 4) would not pay any more for this type program. 

26. Florida is ranked 49th in the nation for mental health funding. Orange County is 
ranked as the second lowest funded county in the state even though we have the 
fourth largest population of children in the state of Florida. Knowing these facts, 
how much would you be willing to pay in sales taxes to fund the program -
( 1) one cent, 
(2) ~cent 
(3) }4 cent or 
(4) would not pay any more for this type program. 

There are a number of actions people in Orange County are considering to address the 
problems of children and young adult who have a mental illness. Would you 
(1) strongly support, 
(2) somewhat support, 
(3) somewhat oppose or 
(4) strongly oppose each of the following: 
(5) unsure 
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27. Enabling local schools to provide information about mental health issues and 
where to go for help and treatment. 

28. Placing a mental health professional in every public school to help identify and 
get treatment for children and teens. 

29. Establishing a mental health hotline for teens to seek help and support. 

30. Providing mental health resources for youth through social media sites like 

Facebook and twitter. 

(OTHER POSSIBLE STRATEGIES UNDER CONSIDERATION?) 
We appreciate your taking the time to complete this survey, we value your input. 
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